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ERECTOR A LS 


ANNUAL SESSION—PRE-CONVENTION 
BULLETIN SUPPLEMENT 


April Supplement Should Be Read.—Mem- 
bers of the California Medical Association are 
urged to scan the pages of the Annual Session— 
Pre-Convention Bulletin Supplement to this April 
issue of CALIFORNIA AND WESTERN MEDICINE, 
in order to acquaint themselves, not only with the 
scientific work which their essayist colleagues have 
been pursuing during the last year, but also to learn 
somewhat more concerning some of the major 
organization problems to which the officers and 
committees of the Association have been giving 
careful study. 

* * * 


Scientific and Organization Programs.—An 
inspection of the pages of this Supplement will 


promptly indicate how large a constituent state unit 
in organized medicine is the California Medical 
Association, and how varied and important are the 
interests of its membership. The lists of papers 
on scientific topics offered by its twelve scientific 
sections (Anesthesiology, Dermatology and Syph- 
ilology, Eye, Ear, Nose and Throat, General Medi- 
cine, General Surgery, Industrial Medicine and 
Surgery, Neuropsychiatry, Obstetrics and Gyne- 
cology, Pathology and Bacteriology, Pediatrics, 
Radiology and Urology) are sufficiently attractive 
to lead every member to ask himself why he should 
not make an effort to attend this coming 1938 
annual session? It will hold its first general meet- 
ing on Monday, May 9, in the beautiful Hotel 
Huntington at Pasadena, with succeeding meetings 
continuing through Thursday of the same week. 
The Committee on Scientific Program and the Sec- 
tion officers have made earnest efforts to present 
programs of sufficient worth to maintain real inter- 
est throughout the four-day session. Perusal of 
the synopses of the papers will prove convincing 
on these points. 
* * * 


Pre-Convention Bulletin “Reports.”—Part I] 
of the Supplement is given over to the Pre- 
Convention Bulletin, in which appear the reports 
of the general officers, councilors, standing and 
special committees. Here, also, a perusal of the 
text at once makes apparent that official position in 


7 Editorials on subjects of scientific and clinical interest, 
contributed by members of the California Medical Asso- 
ciation, are printed in the Editorial Comment column 
which follows. 
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Association activities implies more than empty 
honor. The printed reports only scratch the sur- 
face of the work and problems discussed, some of 
which will no doubt receive extended consideration 
by the House of Delegates and its Reference Com- 
mittees. It is to be hoped that all members of the 
Association will take the time to at least glance at 
the reports submitted, and if suggestions occur to 
them in such reading, that members will communi- 
cate with their delegates so that proper consider- 
ation may be given to their opinions. The House 
of Delegates will meet on Monday and Wednesday 
evenings, and its Reference Committees will be in 
session throughout most of Tuesday and Wednes- 
day, to consider the printed reports and the 
suggestions of members who wish to make any 
comment. Every member has the right, and should 
feel free to appear before the Reference Com- 
mittees and present any matters having to do with 
medical practice which he deems worthy of study 
by the Association’s officers. The office hours of 
the Reference Committees will be posted on the 
bulletin boards. 


x* * * 


Other Annual Session Activities.—Attend- 
ance at the annual session need not be limited to 
listening to papers by guest-speakers and members, 
since an excellent scientific exhibit can be visited. 
Also a commercial exhibit, which all members are 
urged to inspect inasmuch as it is these exhibitors 
who, through their advertising codperation, make 
possible, in part, the official journal of the As- 
sociation. The representatives of the drug and 
publishing houses, and other firms who will dis- 
play their products, will appreciate your visits to 
their booths, and such interest will be a gracious 
return for their indirect financial codperation. 


* * * 


Hotel Accommodations at Annual Session an 
Increasing Problem.—With a membership of 
almost six thousand physicians, the California 
Medical Association is finding it increasingly diffi- 
cult to find hotels of size, ample to care for the 
activities that are a regular part of its annual 
session. Space must be provided not only for 
general meetings, and for gatherings of twelve 
scientific sections, but for the House of Delegates, 
the Council, the Scientific and Commercial Ex- 
hibits, and the Woman’s Auxiliary. Even so large 
a hotel as the Huntington is lacking in space for 
all these, so that it has been necessary for the As- 
sociation to erect a special pavilion for exhibit 
displays. The Woman’s Auxiliary will have its 
registration headquarters and some of its activities 
at the Hotel Huntington, but certain other of its 
meetings will be held at the Hotel Vista del Arroyo. 


* * * 


Transportation and Other Items.—The Sup- 
plement also gives information concerning regis- 
tration, transportation, and other facilities. At- 
tention is called to the desirability of making early 
table reservations for the President’s dinner, to 
be held on Tuesday evening. Finally, some words 
of advice are submitted for those who wish accom- 
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modations at the Hotel Huntington, they being re- 
quested to make their reservations at once, and 
secondly, for members of the House of Delegates, 
who are urged to finish dining before 8 p. m., the 
hour scheduled for calling the House to order on 
Monday and Wednesday evenings. 

And last, but not least, you are requested not 
only to consider possible attendance at the 1938 
annual session, but actually to be among those 
present to profit and enjoy the meetings. If you 
do so, you will have no reason for regrets. 





KERN COUNTY HOSPITAL APPELLATE 
COURT DECISION: SOME LEGAL 
INTERPRETATIONS 


Full Text of Kern County Hospital Decision 
Was Printed in the February Issue.—Every 
case that is presented to a court of law, with at- 
torneys representing opposing sides, naturally im- 
plies a difference of opinion, either by the parties 
in interest or by their legal advisers. The Kern 
County Hospital case—the full text of which 
opinion (as handed down by the Fourth Appellate 
District of California) was printed on page 106 of 
the February, 1938 issue of CALIFORNIA AND 
WEsTERN MeEpICcINE—was no exception to this 


rule. 
* * * 


Misinterpretation of the Kern County Appel- 
late Court Opinion.— With that opinion, as em- 
bodied in the injunction provisions, under its 
Subdivision 8, we have no quarrel. But with those 
officials of Los Angeles County, who in direct or 
indirect administration of that county’s public 
institution for the sick—the Los Angeles County 
General Hospital—have claimed that this decision 
of the Appellate Court not only gave them the 
right, but made it mandatory for them to send bills 
for hospitalization services, we have and continue 
to take issue. It has been our opinion, and still is, 
and in preceding months we have so stated, that 
the Board of Supervisors of Los Angeles County 
have been erroneously advised concerning the Kern 
County Hospital decision, both as to its context 
and as to its applicability to the Los Angeles County 


General Hospital. 
*x* * * 


Contradictory Statements by Los Angeles 
County Officials—Just who were or who are 
the parties responsible for this faulty advice, legal 
and otherwise, we do not know, nor have we been 
able to find out. The officials themselves do not 
seem to know, because the Superintendent of the 
County Hospital, Mr. E. J. Gray, in his letter of 
November 3, 1937, stated: 

The Kern County decision requires that the charges 
billed to patients . . 

And again: 

In billing under the Kern County decision . . . (see 
February CALIFORNIA AND WESTERN MEDICINE, page 99) ; 
whereas Mr. J. C. Greer, Director of Accounts 
and Statistics, in a letter dated December 2, 1937, 
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in reply to a letter mailed to him on November 10, 


1937, stated: 


The basis for claiming reimbursement from a county 
client is found in the previously cited section of the Wel- 
fare and Institutions Code, not in the Kern County de- 
cision... . (See February CALiFoRNIA AND WESTERN 


MEDICINE, page 104.) 
* * 


Legal Opinions Opposed to Los Angeles 
County Interpretations.—Again, at a confer- 
ence held in the office of the Board of Supervisors 
on February 12, 1938, the first of five questions 
or topics* on which an opinion was rendered by 
County of Los Angeles officials (legal and hospital 
authorities) was as follows: 


“The Appellate Court decision in the Goodall vs. Brite 
case in Kern County, defining the County’s responsibility 
relative to the operation of county hospitals and the fixing 
and collecting of fees.” 


The statements then made by representatives of 
the County were out of line with Subdivision 8 of 
the Appellate Court decision, already referred to 
above. 


At that conference, Mr. Howard Burrel, counsel 
for the Association of California Hospitals, in a 
written opinion there submitted to Supervisor G. L. 
McDonough, stated: 


In regard to indigents [indigent patients] having no 
present property, we find no requirement in the statute 
that they should be billed. . . . 


In a letter dated January 19, 1938, Hartley 
F. Peart, Esq., General Counsel of the California 
Medical Association, gave the following opinion: 


The injunction in Goodall vs. Brite, which was very care- 
fully prepared and which was approved by the District 
Court of Appeal after a lengthy and exhaustive hearing, 
leads one to believe that the District Court of Appeal as- 
sumed that persons admitted to county hospitals as indigent 
sick or dependent poor persons, after due inquiry and in- 
vestigation had established such to be the fact, would never 
be called upon to pay the cost of hospitalization if they 
should in the future acquire resources. . . . 


Also, Mr. Peart added, 


if the court’s decision is not followed, and no injury and 
investigation is made, the answer is, of course, that the 
board of supervisors must be considered to be acting in 
excess of its statutory authority. 


Read also what another able member of the legal 
profession wrote concerning the Appellate Court 
opinion, as follows: 


Certainly, nothing in the judgment of the court even 
suggests to a reasonable person any obligation on the part 
of the defendants to collect from indigent persons or de- 


pendent or partially dependent persons, anything whatso- 
ever. 


This legal friend continues: 


. . . The court does not say power to compel payment, 
but power to provide for hospitalization of each individual 
patient should be “charged to the patient on his ability to 
pay.” It clearly implies that if a patient has no ability to 
pay, nothing should be charged to him; that if he is able 
to pay, say $1 or so a week, only that amount should be 
charged to him and to the extent that such a patient is able 
to pay only less than the entire cost of hospitalization in 
his own particular case, the Board of Supervisors should 
in their rules of admission provide for payment of the bal- 
ance. Of course, here I come back to a clause that I have 
stated above, which makes this reasoning dependent on the 


*See March CALIFORNIA AND WESTERN MEDICINE, page 


217. 












EDITORIALS 235 


legal authority of the Board to use public funds to pay 
the cost of hospitalization of totally indigent persons and 
the balance of the cost of hospitalization of persons able 
to pay only in part for the services rendered. Such au- 
thority seems to be clearly implied in the opinion of the 
court: .... 


. . . The fact that they have elected to charge persons for 
services amounts that they knew such persons would never 
be able to pay, and the fact that they have under the pre- 
tended cover of a court order spent public money in efforts 
to collect accounts which they knew were uncollectible, 
without asking further instructions from the court, would 
seem to me, in view of the clarity of the court’s decision 
and judgment, to come very near to exposing them to 
punishment for contempt of court. 


* * * 


General Counsel Peart’s Discussion in This 
Issue.—Elsewhere in this number of CAti- 
FORNIA AND WESTERN MEDICINE, on page 297, in 
the standing Medical Jurisprudence department, 
Mr. Peart, General Counsel of the California 
Medical Association, discusses legal phases of the 
Appellate Court decision in considerable detail. 
Mr. Peart’s opinion, which is worthy of careful 
reading by every member of the California Medical 
Association, has especial value, not only because 
in his many years of service with the California 
Medical Association he has had occasion to give 
particular attention to the matters at issue, but also 
because, in the appeal to Appellate Court in the 
Kern County case, he appeared as one of the at- 
torneys for the respondents, as did also Mr. Burrell, 
whose opinion was also quoted above. (See Febru- 
ary issue, page 107.) It is fair to assume, there- 
fore, that they know somewhat of the legal matters 
under discussion. 





* * * 


Evasion of These Fundamental Issues Will 
Be of No Avail.—Our reason for giving space 
to the above is that some newspaper articles con- 
taining interviews with county officials seem to 
avoid the basic matters involved in the criticisms 
of procedures in vogue at the Los Angeles County 
Hospital, while what one might term an almost 
studious attempt to show the costs to taxpayers if 
patients are not billed, is seemingly emphasized. 

No such evasion or begging the question will 
suffice in the matters at issue, which must be settled 
on the basis of California law and fair play alike 
to patients, taxpayers, and the medical profession. 


* * * 


Evidence in February, March and April 
Issues Is Convincing.—The evidence presented 
in the February, March, and April issues of 
CALIFORNIA AND WESTERN MEDICINE possesses 
sufficient merit to warrant an impartial and thor- 
ough investigation, in order that illegal and im- 
proper procedures may be stopped. That is a re- 
sponsibility which the Board of Supervisors must 
meet, even though the duty be unpleasant. The 
medical profession asks for no favors for its mem- 
bers, but feels that the past and present services 
of physicians who are on the attending staff of the 
institution warrant that much, no matter what 
the ultimate decision may be. 
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JOINT MEETINGS WITH THE LEGAL, 
DENTAL, AND PHARMACEUTICAL 
PROFESSIONS 


A Joint Meeting Held Twenty-five Years 
Ago.—In the Twenty-five Years Ago depart- 
ment of this issue, the first item, taken from com- 
ments by Editor Jones in the official journal of 
April, 1913, concerned a joint meeting of the Mon- 
terey County Medical Society and the Monterey 
County Bar Association: 

Why Not More Such Meetings?—-On February 22 there 
was held, at Del Monte, the annual gathering of the Mon- 
terey County Medical Society and the Monterey County 
Bar Association. It was a good meeting, a good banquet, 
and a very good idea inspired it; anything that will get 
doctors to mix with other professions is unqualifiedly good. 


In a number of counties there are good, live medical 
societies and bar associations ; why not steal this idea from 
Monterey and get together once a year for a joint session 
of well-mixed wit and wisdom? Surely, we can each learn 
something from the other, even if it is only the fact that 
the other fellow is not so bad after all! 

Since 1913 a number of such meetings have been 
held in California. The attention of the Program 
Committees of county societies is called thereto 
because such gatherings should be held not only 
here and there, and then only at spasmodic inter- 
vals, but rather, as a regular annual routine and 
not by one, but by each of the component county 
medical societies that constitute the California 
Medical Association. 

x * x 


Meeting of Los Angeles County Medical and 
Pharmaceutical Associations.—The Los Angeles 
County Medical Association, for example, on 
March 17, in its headquarters’ auditorium, held 
such a joint meeting with the members of the 
pharmaceutical profession, that meeting to be fol- 
lowed in April by a joint gathering with the County 
Dental Society, and in May with the County Bar 
Association. The attendance at the first of these 
three joint conferences was excellent, the inspirit- 
ing program including the following : 

PROGRAM 

Humane Pound Law in Its Relation to Research in Medi- 
cine and Pharmacology. 

(a) From the standpoint of the pharmacist—Hon. James 
3oyle, Assemblyman, Sixty-sixth District. 

(b) From the standpoint of the physician—Dr. Clinton 
H. Thienes, Department of Pharmacology, Uni- 
versity of Southern California. 

Federal and State Narcotic Laws. 

(a) Cautions from the standpoint of the pharmacist— 
F rank Homer, President, Southern California Re- 
tail Druggists’ Association. 

(b) Cautions from the standpoint of the physician— 
Dr. William R. Molony, Sr., President, State Board 
of Medical Examiners. 

Prospective Legislation of Interest to Medicine and Phar- 
macy—Mr. Frank E. Mortensen, Secretary, Southern 
California Retail Druggists’ Association; Dr. E. T. 
Remmen, member of the California Medical Associ- 
ation Committee on Public Policy. 


7 << 


High Points in the Recent Los Angeles Joint 
Session.—The short and to-the-point papers 
given in the program quoted above were of such 
merit that they are reprinted on pages 257 and 258 
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of the current issue. It was particularly interest- 
ing to hear from Pharmacist James Boyle—who 
during several terms has been a member of the 
Assembly of the California Legislature, and has 
been such a staunch and able friend in all public 
health matters—his reaction to the “State Humane 
Pound Law,” as based on actual experience with 
the forbears of the present proposed Initiative Act, 
when these bills came before the last several legis- 
latures. It is to be hoped that members of the 
Association will take the time to read what Mr. 
Boyle and Doctor Thienes had to say on medical 
research work, and how proposed laws would 
greatly handicap such studies. 

Of almost equal interest were the talks on the 
Federal Harrison Narcotic Act and the California 
Narcotic laws. These also are printed in this 
number, on pages 261 and 262. 


* * * 


This Year: Important to Public Health In- 
terests.—Druggist Frank E. Mortensen has 
represented the pharmaceutical profession during 
the last several years at Sacramento, when the 
legislature has been in session. His recital of ex- 
periences was both instructive and interesting, and 
emphasized the comments by Dr. E. T. Remmen, 
member of the California Medical Association 
Committee on Public Policy and Legislation, on 
the need of special alertness in this state election 
year, and particularly so before and at the primary 
elections. 


Component county societies are again reminded 
that the kind of legislation affecting public health 
standards and medical practice will depend in good 
part upon the character of the Assemblymen and 
Senators who will gather at Sacramento in Janu- 
ary, 1939. Also, that every legitimate effort should 
be made in every one of California’s counties to 
support only those candidates to Assembly and 
Senate whose past careers and records indicate a 
broad and fair outlook on all legislation related to 
the public health. 


* * * 


Time Allotments and Topics in Joint Meet- 
ings.—The general nature and time allotments 
of this year’s program plans of the Los Angeles 
County Medical Association were outlined on page 
231 in the March, 1938, issue of CALIFORNIA AND 
WESTERN MEDICINE, and the attention of program 
committeemen who failed to note the item is di- 
rected anew for such suggestive value as it may 
have for other county units. 





CALIFORNIA MEDICAL ECONOMIC 
SURVEY 


A Recent Review in the “Journal of the 
American Medical Association.”—On page 289 
appears an article, “California Medical Economic 
Survey,” reprinted from the February issue of the 
Journal of the American Medical Association, in 
which some frank comments are made on the “Re- 
port on Factual Data” of that survey, as brought 
off the press by the California Medical Associ- 
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ation in November last, a copy having been sent 
at that time to each member of the California 


Medical Association. 
* * * 


“Journal of the American Medical Associ- 
ation” Criticisms of Deficiencies in Survey Di- 
rectors’ Tables.—The Journal of the American 
Medical Association criticisms call particular at- 
tention to the somewhat loose manner in which the 
director of the survey used the terms “adequate” 
and “inadequate” in compiling his tables. Excep- 
tion is also taken with the phrases and comment 
dealing, “With regard to standards or definitions 
of illness and diagnosis” and “On the subject of 
medical treatment.” Quoting further : 

There is a tendency throughout the published tables to 
exaggerate the lack of medical care, the cost of such serv- 
ices, and the implied defects of the medical profession, by 


the arrangement of the tables and the wording of the 
captions. ... 


The Census Bureau of the United States Department of 
Commerce issues periodic estimates of the population of 
the states, but there appears no explanation of the use of a 
local estimate in preference to the Census Bureau estimate 
of the population. Likewise, the number of physicians in 
California in 1934 is less by 1,407 than the number given 
in the 1934 American Medical Directory. . . . 


If Figure 16 is used to represent the prevalence rate of 
specific disease, California is depicted as a very unhealthful 
place in which to live. . . . 


These complete figures for all the recorded physicians 
in California were available at the time the California 
Medical Economic Survey was conducted. The California 
survey figures give a grossly distorted picture of the per- 
centage of general practitioners and specialists in that 
ee 


The tables and figures in this report give the reader the 
impression that there has been an effort to arrange a 
build-up for sickness insurance. .. . 


* * * 


Survey Project Has Been Completed.—In 
these columns in former issues of CALIFORNIA AND 
WESTERN MEDICINE, in order to avoid contro- 
versy, nothing more has been sought other than to 
place on printed record, in the Official Journal of 
the California Medical Association, the informative 
facts that this FERA-WPA project had been com- 
pleted to the satisfaction of the Federal authori- 
ties, and that the final report as submitted by the 
survey director was the property of the State of 
California, to be used or reprinted only in such 
manner as the constituted State agency appointed 
by the Federal authorities—in this instance the 
California State Board of Public Health—deemed 
proper. It is gratifying to know that the Council 
of the Association will be in a position to report to 
the House of Delegates in May that this survey 
adventure, which was begun in 1934, is finally a 
completed task. 


Other State Association and Component 
County Society News.—Additional news con- 
cerning the activities and work of the Cali- 
fornia Medical Association and its component 
county medical societies is printed in this issue, 
commencing on page 274. 
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THE TREATMENT OF CHRONIC OCCLUSIVE 
PERIPHERAL ARTERIAL DISEASE 

The sufferer from chronic peripheral occlusive 
arterial disease presents a problem which has only 
recently received the more serious attention of the 
profession. These affections take a heavy yearly 
toll in incapacity, suffering, loss of limb and, much 
too often, loss of life. It is imperative, therefore, 
that the sufferer be given every chance to preserve 
the integrity of his extremities and the loss of his 
activity. 

The first duty of the physician is to establish, if 
possible, the nature of the effection. The vascular 
diagnostician must be fully conversant with the 
anatomy and physiology of the peripheral circula- 
tion, and the rel: tionship of the autonomic nervous 
system to it. To the general examination, and 
examination of the vascular competency of the 
extremity, must be added an estimation of the part 
played by the sympathetic nervous system in the 
disability. This estimation of arterioconstriction 
should be quantitatively determined by utilizing an 
accepted method of vasomotor study. The treat- 
ment of the individual case will depend in a great 
measure upon the available vasodilatation. 

The occlusion at hand may be due to arterio- 
sclerosis, thrombo-angiitis obliterans, endarteritis 
obliterans, and other more rare affections. What- 
ever the nature of the occlusion, it is manifested by 
decreased flow of blood to the part; whatever its 
nature, the treatment aims to increase the circula- 
tion to the impoverished extremity. In many of 
these affections arteriospasm is an important factor 
in the early stages ; by diminishing the blood supply 
and retarding the flow, it may be partially respon- 
sible for the onset of thrombosis and eventual tissue 
death. 

If there is little or no vasoconstrictor element, it 
is illogical to consider an attack directed toward 
ablation of sympathetic influence. The usual con- 
servative treatment must not be neglected. Suction- 
pressure therapy may be beneficial in some cases ; 
in many it is of no avail. 

Ligation of the main vein to the extremity may 
be considered in a small group of carefully-selected 
cases ; despite opinions advising against this pro- 
cedure, the writer has noted gratifying results in 
a small number of cases so treated. Drugs have 
been, without exception, disappointing. 

When the element of vasoconstriction is consid- 
erable, the treatment is best directed toward 
releasing this factor. Diathermy, the administra- 
tion of vasodilating drugs by iontophore sis and 
otherwise, suction- -pressure ther: apy, artificial fever, 
and other methods have frequently given but 
temporary relief. Ganglionectomy will, without 
doubt, increase the total blood flow to the part by an 
amount equal to or greater than that indie: ated by 
preoperative vasomotor studies. lollowing opera- 

7 This department of CALIFORNIA AND WESTERN MEDICINE 
presents editorial comments by contributing members on 
items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invita- 
tion is extended to all members of the California Medical 
Association to submit brief editorial discussions suitable 


for publication in this department. No presentation should 
be over five hundred words in length. 
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tion the increased blood flow will be present day 
and night, and will be more marked and far more 
persistent than that obtained by any other means 
known to the writer. It may be the important fac- 
tor in establishing a satisfactory collateral circula- 
tion to a failing extremity which might otherwise 
soon progress to ulceration or gangrene. It should 
be done early, before the vasoconstrictor element 
has decreased with the progress of the disease. The 
writer performed lumbar ganglionectomy on such 
a patient four years ago, the temperature of whose 
desympathectomized extremities is still maintained 
at the maximum level. Less satisfactory results 
are obtained in the upper extremities. The opera- 
tion requires only about one week hospitalization 
and carries, in trained hands, practically no mor- 
tality. Although the circulation can thus be un- 
equivocally increased, only about half the number 
of patients are relieved of severe claudication ; yet 
the operation gives them more insurance against the 
serious complications of the disease than any other 
procedure. 


450 Sutter Street. Fetrx L. PEARL 


San Francisco. 


STRABISMUS IN CHILDREN 


Dr. S. A. Durr’s paper,’ read by him before the 
Eye Section of the California State Medical As- 
sociation in 1936, again draws our attention to the 
problem of strabismus in children. 

Samuel Butler, in Erewhon, described a civili- 
zation where medical knowledge is so advanced 
that sickness is a crime. When people are sick, 
instead of sending them to a hospital, they are sent 
to jail, because there is no excuse for ill health. 
The time will come when somebody will be im- 
prisoned whenever there is a child who has stra- 
bismus. Whether the parents or the attending 
ophthalmologist will be incarcerated in the Bastille 
for such a heinous crime as the neglect of a child 
with strabismus, remains to be seen. Probably 
both the parents and the attending ophthalmologist 
will be condemned. 

The reduction of the number of children seen 
with strabismus is best illustrated in the case of 
the school children of San Francisco. In 1929 I 
reported the summary of eye examinations, person- 
ally conducted, of over fifteen thousand children.* 
The number of children found with uncorrected 
strabismus of varying degrees was 2.4 per cent. 
Since that time the number of children with stra- 
bismus seen in the schools of San Francisco has 
been greatly reduced. It is now possible to examine 
the children in a large school and not find one un- 
corrected case of strabismus. It is my impression 
that the number of children with strabismus in San 
Francisco is now less than one per cent. 

This has been‘accomplished through two factors : 

1. The education of the school teachers and the 
follow-up work by the nurses of the San Fran- 
cisco Department of Public Health of all cross- 
eyed children. Through them the parents have been 


1 O'Connor Cinch-Operation Technique, American Journal 
of Ophthalmology, Vol. 20, pp. 178-180, February, 1937. 

2Eye Examination of School Children, Journal of the 
American Medical Association, Vol. 93, pp. 911-916, Sep- 
tember 21, 1929. 
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educated to the necessity of early medical attention, 
which a child with strabismus needs. Indirectly 
the medical profession, especially the pediatrician, 
has become aware of the fact that children do not 
“outgrow a squint.” The school nurse and the 
physician realize that if glasses do not prompt!y 
correct a squint, operation is indicated, and the age 
of the child is no contraindication to an eye 
operation. 

2. The popularization of O’Connor’s operation 
for squint makes it possible to operate on a child 
at any age. Doctor Durr has fully covered the 
advantages of O’Connor’s operation. From the 
parents’ point of view—and after all it is the 
parents who have to be persuaded as to the neces- 
sity of the operation—the fact that hospitalization 
can be reduced, if necessary, to only twenty-four 
hours, is one of the most important factors in 
obtaining permission to operate early on young 
children. Although I am not so old, I can still re- 
member the time when, after doing an advance- 
ment, it was necessary to cover both eyes, use a 
starch bandage, and keep the child from ten to 
fourteen days in the hospital. The average age 
of the last forty strabismus cases operated on at 
the Stanford University Eye Clinic, with the 
O’Connor method, was nine and one-half years. 
Ten years ago the average age of a child operated 
on for a squint was around fourteen years. It is 
not necessary for me to emphasize the importance 
of early operative procedure in squint cases. 

Doctor Durr’s paper is of great importance in 
that it again draws the attention of the medical 
profession to the advantages of the O’Connor oper- 
ation and its importance in the reduction of the 
number of uncorrected cases of strabismus. 


490 Post Street. FRANK H. Robin, 
San Francisco. 
CREEPING ANOXEMIA IN BRONCHO- 
PNEUMONIA 


A positive correlation has been noted by Stadie, 
Binger, Barach, Hill, Campbell, Poulton, and other 
investigators, between anoxemia and mortality in 
pneumonia. If anoxia is a contributory cause of 
death, it is so by its action on the vital centers—par- 
ticularly myocardium, medullary and other nerve 
centers. The nervous system being particularly 
sensitive to oxygen want, symptoms usually appear 
when the oxygen unsaturation of the arterial blood 
drops to 15 per cent. 

Evidence of anoxemia, manifested either by 
diffuse cyanosis, characterized by leaden pallor of 
the face or by nondiffuse cyanosis with bluish tin! 
of fingernails, chin, lips, ear, cheek, may be ap- 
parent so late that valuable time has been lost before 
oxygen therapy becomes available. 


Stadie has shown that O, unsaturation of the 
arterial blood, over 30 per cent, generally results 
fatally. A higher degree of unsaturation occurs in 
bronchopneumonia than in the lobar type. 

In some of the bronchopneumonia patients i 
the recent epidemic, symptoms referable to the 
nervous system included: restlessness, sleepless- 
ness, talkativeness, apprehension, and increased 
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nervous tension, with spasticity of the voluntary 
muscles. The mind may be lucid, mental impres- 
sions being clear-cut and accompanied by actual 
euphoria. Tingling and hypoesthesia in the ex- 
tremities were often pronounced, and should the 
anoxia continue unrelieved, are replaced by numb- 
ness and marked muscular weakness. 

In adults the onset of either periodic, or shallow 
and rapid breathing is ominous. When there is no 
retention of CO, in the body, however, the patient 
may feel no distress and make no complaint, al- 
though in great danger from acute oxygen want. 
Because of the insidious development of the con- 
dition described, the term “creeping” anoxemia 
has been chosen. 

Attempts to control the above symptoms by ad- 
ministration of barbiturates or opiates are contra- 
indicated, as they tend to increase respiratory de- 
pression and the degree of anoxemia. 


Although only a supportive measure in the man- 
agement of the bronchopneumonia patient, on the 
other hand, early oxygen inhalation is invaluable. 


Boothby’s observation of a drop in tempera- 
ture following a patient’s admission to the oxygen 
chamber has been confirmed. It is noteworthy that, 
although oxygen often relieves restlessness, it may 
occasionally increase the restlessness of a patient, 
owing to recovery of the higher centers. To avoid 
this, the percentage of oxygen should be raised 
slowly, e. g., from 3 to 6 liters per minute in one 
hour. 


1930 Wilshire Boulevard. HARRY J MAYER 
d 


Los Angeles. 
HEMORRHAGE AND SHOCK INCIDENT 
TO CESAREAN SECTION 


Cesarean section is in great part responsible for 
the prevalence of a high maternal mortality in this 
country. The triumphs of modern surgery, and 
particularly the safety and success of the present- 
day laparotomy, have given the profession, as well 
as the laity, a false sense of security so far as 
cesarean section is concerned. It is not fully real- 
ized that cesarean section carries the risks of lapar- 
otomy in general, plus the hazards of a most 
unphysiologic method of delivery. 

The dangers of hemorrhage, shock and infection, 
which are common to most laparotomies, are multi- 
plied manifold in the case of abdominal delivery. 
In a recent review of nine hundred cesarean sec- 
tions performed in Iowa, Plass' found that the 
maternal mortality was 7 per cent. Forty-nine and 
three-tenths per cent of these deaths were due to 
sepsis, 19 per cent to toxemia, and 20.7 per cent to 
hemorrhage and shock. Hemorrhage, also, undoubt- 
edly plays an important part as a cause of death in 
the fatalities ordinarily attributed to toxemia. 
Dieckmann and Daily? recently made accurate 
measurements of the blood loss incident to cesarean 
section at the Chicago Lying-In Hospital. They 





_1 Plass, E. D.: Survey of Cesarean Sections in lowa for 
Years 1930, 1931, and 1932, Preliminary Report, J. lowa M. 
Soc., 25:586 (Nov.), 1935. 


2 Dieckmann, William J., and Daily, Edwin F.: Blood 


Loss During Cesarean Section, Am. J. Obst. and Gynec., 
30:221 (Aug.), 1935. 
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found that the quantity of blood lost ranged be- 
tween 170 cubic centimeters and 1,410 cubic centi- 
meters, the average being 546.7 cubic centimeters. 
In the hands of the occasional operator, this blood 
loss must, of course, be much greater. 

Hemorrhage in cesarean section is undoubtedly 
due to the disturbance of the physiology of labor. 
It is a well-known fact that the uterine muscle is 
relatively insensitive to stimulation until the end 
of pregnancy. With the onset of labor there is an 
abrupt rise in the susceptibility of the uterus to 
mechanical stimuli, and to the influence of oxytocic 
drugs ; this irritability increases during the prog- 
ress of labor, and reaches its height during the 
course of the second stage. It seems, then, that it 
is distinctly unphysiologic to precipitate the third 
stage of labor on a uterine muscle which is un- 
prepared even for the first stage. Hemorrhage, 
consequently, is to be expected when labor is elimi- 
nated, or terminated early in its course. 

The above remarks are not presented as an argu- 
ment in favor of cesarean section late in labor. It 
is, however, intended to point out that the wisdom 
of elective cesarean section is open to question, and 
that the burden of proof must be assumed by those 
who maintain that the best results are obtained 
when cesarean section is done at an “appointed 
time,” rather than at the onset of labor. 


The abrupt termination of the third stage is an- 
other radical departure from the normal. The 
incision in the uterus frequently encroaches on the 
placental site, especially in the classical section. It 
is, therefore, necessary to remove the placenta 
promptly in an effort to control the profuse bleed- 
ing from the incision, and from the coincident par- 
tial detachment of the placenta. This interference 
with the natural course of the third stage tends to 
cause hemorrhage in cesarean section, just as it 
does in vaginal delivery. 


Shock in cesarean section is chiefly due to the 
following factors: general anesthesia, celiotomy, 
the sudden release of the amniotic fluid, the im- 
mediate delivery of the fetus and placenta, and the 
coincident unavoidable hemorrhage. Commonly as- 
sociated obstetrical factors which further pre- 
dispose to shock are exhaustion from prolonged 
labor, toxemia, antepartum hemorrhage, and over- 
distention of the uterus due to multiple pregnancy 
or polyhydramnios. 

The foregoing review emphasizes the facts that 
cesarean section is often complicated by serious 
hemorrhage and shock, and that the hazard due to 
these complications can be lessened by a careful 
selection of cases for section, and by a close ad- 
herence to well-established obstetrical and surgical 
principles. Abdominal delivery is, however, funda- 
mentally an unphysiologic procedure, and no care 
and skill in its performance can fully compensate 
for the profound disturbance created in the mecha- 
nism of labor. Hemorrhage and shock, therefore, 
should be anticipated in all cases of cesarean sec- 
tion, and adequate preparations be made to meet 
these emergencies before surgery is undertaken. 

1009 Medico-Dental Building. 

SAMUEL Hanson, 
Stockton. 
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HYPERPARATHYROIDISM : WITH SPECIAL 
REFERENCE TO PARATHYROID ADENOMA* 


By Wit1amM W. Wasuevrn, M.D. 
San Francisco 


M.D., San Francisco; 
Robertson Ward, M.D., 


Discussion by H. Lisser, 
Michael, M.D., Oakland; 
Francisco. 


Paul 
San 


LINICALLY, hyperparathyroidism manifests 

itself in the presence of (1) parathyroid ad- 
enoma, or (2) generalized hyperplasia of the 
parathyroid bodies. Although a hypertrophy and 
hyperplasia of the parathyroid bodies may be found 
in conditions such as osteomalacia, osteitis de- 
formans, multiple myeloma, metastatic carcinoma, 
rickets, scleroderma and nephritis, the enlargement 
in these conditions is of a secondary or compensa- 
tory nature. The principal condition in which 
hyperparathyroidism is noted is due to adenoma of 
the parathyroids, and gives rise to the disease de- 
scribed by von Recklinghausen in 1891. He out- 
lined certain changes in the skeleton, to which he 
applied the term “osteoitis fibrosa.” In 1925, 
Mandl' noted improvement in a case of osteitis 
fibrosa following the removal of a parathyroid 
tumor, and to him is usually given the credit for 
establishing a distinct relationship between the two 
conditions. However, Schlagenhaufer,* in 1915, 
demonstrated two autopsy specimens with enlarged 
parathyroid glands and marked skeletal changes. 
He stated that he believed that surgical removal of 
the tumor was indicated in advanced cases of bone 
change. Since that time numerous observers have 
contributed to our knowledge of the disorder. In 
1930, Du Bois,* in the United States, published 
a case of osteitis fibrosa cystica associated with 
hyperactivity of the parathyroid bodies. 
“hyperparathyroidism” was first used in 1929 by 
Barr,* who reported the first proved case in the 
United States. Due to the increased interest in 
study of the parathyroids during the last decade, 
the number of reported cases has gradually been 
increased, though still comparatively small, as will 
be noted from the report of Wilder and Howell ® 
as late as 1936. From their review of the literature, 
they were willing to accept 135 cases reported in 
the eleven years intervening since Mandl's publi- 
cation. At the time of this publication, these au- 
thors had found but five proved cases from the 
Mayo Clinic, one of which was operated by Rankin 
in 1929, and which case was one of the first oper- 
ations successfully performed for this condition 
in the United States. These authors note the rela- 
tive scarcity of cases reported from different parts 
of this country, although surgeons may be alert to 
the condition. Barr has reported but four proved 
cases. The most remarkable series of cases has 
been those thirty-five or more cases reported by 
Churchill in Boston. Goldman and Smyth,® at the 
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University of California, reported their two proved 
cases. 


MAIN FEATURE OF HYPERPARATH YROIDISM 


The main feature of hyperparathyroidism is a 
disturbance in the calcium and phosphorus metabo- 
lism, as evidenced by an increase in serum calcium, 
a decrease in serum phosphorus and an increased 
excretion of both of these elements in the urine. 
As a result of this excessive secretion of para- 
thyroid hormone, characteristic changes take place, 
in most instances, in the bones. Inasmuch as the 
bones are the only storehouses of calcium and phos- 
phorus in the body, this supply may become mobil- 
ized in a more or less rapid manner, according to 
the severity of the disease. In more or less early 
cases, upon x-ray examination there may be pro- 
nounced demineralization, whereas in the more ad- 
vanced cases there are large irregular areas noted 
due to cystic formation (osteitis fibrosis cystica). 
In some instances there may be change in posture 
with rather marked kyphosis of the spine ; bowing 
of the long bones and spontaneous fractures fre- 
quently occur. 

Although the skeletal changes incident to hyper- 
parathyroidism may be disabling, the real hazard 
of the disease is in the damage suffered by the 
kidneys, and it is noted that death, in most in- 
stances, is due to renal insufficiency or to compli- 
cations of kidney stones. The patient usually shows 
rather marked loss of weight and loss of strength, 
and there is frequently a complaint of pain in the 
back, especially pronounced after exercising. There 
may also be generalized bony tenderness, especially 
in cystic areas—von Recklinghausen’s disease. 

If, at operation, one fails to find a tumor in the 
face of a well-established case of hyperparathy- 

roidism, it may be possible that one is dealing with 
a generalized hyperplasia of all of the parathyroid 
bodies, a condition analogous to so-called Graves’s 
disease of the thyroid. Though doubtful of the ex- 
istence of such a condition at first, Bauer,’ Churchill 
and Cope,*® Castleman and Mallory,® and Albright '° 
now recognize the condition of generalized hyper- 
plasia of these bodies. This latter writer has re- 
ported several cases of patients with renal cal- 
culi which, when operated upon, showed enlarged 
hyperplastic parathyroid glands. These patients 
presented no skeletal changes or elevation of plasma 
phosphatase, but did show high serum calcium and 
low serum phosphorus readings. These patients 
were relieved by resection of approximately three- 
quarters of the total parathyroid tissue identified 
at operation. 

REPORTS OF CASES 

Case 1.—Von Recklinghausen’s disease due to parathy- 
roid adenoma. Patient: J. B., male, age forty-four. Em- 
ployed for seventeen years by the Southern Pacific Com- 
pany. Married. Born in Nebraska. Has lived in Colorado, 
Oregon, and Idaho. For the past eight years he has been 
living in Los Angeles. 

Family History—Negative. No history of any familial 
disease, nor had he any relatives that he knows of who ever 
suffered from any bone or joint disorders. The patient had 
had no previous operations. No accidents, injuries, nor 


broken bones. No previous hospital entrances during the 
past seventeen years of service. 
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Fig. 1.—X-ray, showing multiple kidney stones. 


Present Illness—States that he was perfectly well, as 
far as he knows, until approximately two years ago, at 
which time he first experienced some urinary frequency, 
polyuria, and pain in the low back region. There had been 
occasional attacks of abdominal pain associated with dis- 
tention and passing of cloudy urine. During the past year 
or more he says that he passed gravel on some occasions, 
and states that the pain in the low back region was markedly 
aggravated by exertion. For the past few months he has 
experienced some dull aching pain, especially in the “shin 
bone.” There has been a progressive sense of fatigue and 
muscular weakness more pronounced the last six months. 
His weight, which two years ago was 170 pounds, on entry 
to the hospital gradually has fallen to 135 pounds. Has 
noticed no change in his height, which has been 5 feet 
9 inches for some years. Noticed no change in posture. He 
has not been constipated and uses no cathartics. The patient 
was admitted to genito-urinary service of the General Hos- 
pital on February 27, 1935, with diagnosis of renal calculi. 


Physical Examination. — Showed fairly well-developed 
and well-nourished man, who looked to be about the stated 
age. 

Head: Essentially negative, except for slight swelling 
of the left jaw in the temperomandibular region. Slightly 
tender on palpation. Opens and closes jaw fully. No re- 
markable infection about the mouth. 

Heart and lungs: Negative. 


Neck: There is moderate enlargement noted for both 
lobes of the thyroid, which gives the impression of contain- 
ing adenoma of both lobes (thyroid adenoma). 


Blood pressure: Normal, 140 systolic and 88 diastolic. 


Back: Essentially negative. There was no pain noted 
on pressure over any of the bones, except along the crest 


of both tibiae, where the patient states there was some 
tenderness. 


The abdomen: Is negative. There is no remarkable 
tenderness on palpation over both kidney regions. Liver 
and spleen were not enlarged to percussion and palpation. 

Reflexes : Normal. 


Laboratory Data—X-rays of kidneys showed multiple 
stones in both kidneys, together with one stone in the left 
ureter, producing marked obstruction with dilatation of 
ureter (this stone was removed by simple dilatation). 
X-rays of skeletal system showed the following: Marked 
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Fig. 2.—Note x-ray appearance of cyst of inferior maxilla. 
Similar cystic areas were noted in the ribs and fibula. 


demineralization of the skull and femur bones, cystic 
changes in the left jaw bone, multiple cysts and healed 
pathological fractures of one of the ribs on left side (in going 
back over the history, the patient stated that he had had a 
mild attack of “pleurisy” in this area three months prior 
to entry to the hospital relieved after two weeks by strap- 
ping). Left fibula showed cystic changes in the central 
portion of the shaft. Blood studies showed marked elevation 
of urea and nonprotein nitrogen. The urea nitrogen ranged 
from 38.4 to 26.4. The blood Wassermann test, reported 
positive upon entry was found subsequently to be negative. 

Blood serum calcium was elevated to 19.3, and serum 
phosphorus was down to 2.9. Subsequent readings showed 
consistent high calcium and low phosphorus readings. 

On the basis of the x-ray findings, together with labora- 
tory findings of high calcium and low phosphorus reading, 
a preoperative diagnosis of parathyroid adenoma was made. 


7 F A 


Case 2.—B. M., female, age forty-four years. Born in 
Nebraska. Moved to Oakland at age of four years and has 
lived in Oakland since that time, except for eight months 
in Seattle at age of twelve. 

History.—This patient gives history of having passed 
“gravel” in her urine for the past three years. She has had 
periods of chills and fever with passing of cloudy urine on 
numerous occasions. Considerable discomfort and lameness 
in low back region on exertion. Noted no change in pos- 
ture. No tenderness over any of the bones. No other com- 
plaints except urinary frequency and passing of gravel. 
X-ray studies show multiple stones in both kidneys. 

On March 21, 1937, blood serum phosphorus reading 
was 13.5, serum phosphorus reading 2.4. Nonprotein nitro- 
gen, 33.3. Urea nitrogen, 13.2. The urine was loaded with 
pus cells and numerous red blood cells. On April 23, the 
blood serum calcium again showed a reading of 12.5, serum 
phosphorus reading 2.6. 


X-rays of the spine, skull, ribs, femur and tibia bones, 
showed no evidence whatsoever of decalcification or cyst 
formation. 

Comment.—This patient has left the hospital to 
return in the next few days, when further investi- 
gation of her genito-urinary system will be made. 
It is felt, however, that this case may possibly be 
one of that rarity as reported by Albright,’° namely, 
of renal calculi associated with high serum calcium, 
low serum phosphorus readings, with an absence 
of any skeletal changes as noted in the x-rays, but 
with multiple renal calculi. I feel that if further 
studies continue to show similar condition, oper- 
ation is indicated for hyperparathyroid condition 
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Fig. 3.—Drawing made at time of operation, Note nodular 
appearance of both lobes of thyroid, which contained multi- 
ple thyroid adenomas as well as parathyroid adenomas. 


due most likely to generalized hyperplasia of the 
parathyroids. 


SURGICAL CONSIDERATIONS 


Operation for hyperparathyroids should not be 
performed unless a definite preoperative diagnosis 
has been made. From the review of the literature 
and from my experience in the case presented here- 
with, it is apparent that technical difficulties are not 
infrequently encountered. It would seem super- 
fluous to mention that the operating surgeon should 
be thoroughly familiar with surgical procedures 
on the thyroid gland itself. Furthermore, he should 
be familiar with the anatomy of the parathyroid 
bodies, and especially be mindful that they may be 
found in atypical locations. 

It has been pointed out that atypical location of 
these bodies is not infrequently encountered, as 
emphasized by MacCallum " in 1906, and Halstead 
and Everett in 1907, as well as by Terry and 
Millzner ** in 1927, These authors have shown that 
in 30 per cent of a series of their operative cases, 
one or more glands were found to be present on 
the lateral aspect of the thyroid, while in 10 per 
cent of their cases one or more glands were found 
to be present on the anterior surface of the gland. 

As emphasized by Churchill and others, a para- 
thyroid tumor is often found well concealed in the 
recess between the trachea and esophagus, or later- 
ally about or outside of the capsule and areolar 
tissues surrounding the lateral lobes of the thyroid. 
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Fig. 4.—Cross section from postmortem examination. 
Note two remaining parathyroid adenomas buried beneath 
thyroid gland. 


One must be prepared to extend the search deep 
into the mediastinum (as in the case reported by 
Churchill,"*) or in some instances the tumor may 
be within the lobes of the thyroid gland (as noted 
by Lahey.’*). It should be borne in mind that 
multiple tumors may be present (as noted in my 
own case). The presence of multiple tumors pre- 
sents a serious consideration, and may call for 


secondary operation or partial resection on account 
of the danger of severe postoperative tetany due to 
the rapid lowering of blood calcium immediately 
following operation. Symptoms of tetany usu- 
ally ensue from removal of a single parathyrloid 


adenoma. 


If one fails to find a tumor or definite hyper- 
plasia of all of the parathyroids at operation, 
normal glands should not be removed in an effort 
to reduce hyperparathyroidism, as emphasized by 
Churchill.'* There is no known indication for re- 
moval of a normal parathyroid body. Such a pro- 
cedure is futile and may present serious results 
at a later date, should the tumor be found and 
removed. Churchill reports a case in which normal 
glands had been removed at previous operation, 
the parathyroid tumor finally being found in the 
superior mediastinum and removed at secondary 
operation. Severe tetany ensued and the patient 


died. 
DISCUSSION OF A CASE REPORTED 


In the proved case herewith presented, a pre- 
operative diagnosis of parathyroid adenoma was 
made. At operation the usual Kocher collar in- 
cision was made, as for thyroidectomy. The pre- 
thyroid muscles were divided transversally and 
retracted. Both lobes of the thyroid were foun: 
to be considerably enlarged and contained numer 
ous small adenomas (see figures). A careful pré 
liminary search about both lobes of the thyroid 
gland revealed no gross evidence of parathyroi« 
tumor. By elevating the inferior pole of the thy- 
roid on each side, and by careful exploration o: 
the subclavicular and substernal regions, a mass 
was found which presented a smooth, rounded sur- 
face. It was discreet and freely movable. A defi- 
nite vascular pedicle extended downward into what 
was apparently a parathyroid tumor in the sub- 
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clavicular region. When fully exposed, it was 
about 4 by 2 centimeters in size. It was yellowish- 
white and paler than the thyroid tissue, and lighter 
than the normal parathyroid. The tumor was re- 
moved with very little difficulty. Before closing, 
further search for other parathyroid bodies was 
made. 

The pathological report by Dr. A. M. Moody 
showed parathyroid adenoma (benign). Weight 
10.10 grams, size 3.8 by 2.5 by 1 centimeters. 


Following operation, the patient was very care- 
fully observed for any signs of tetany or para- 
thyroid insufficiency. However, these signs failed 
to develop, and upon repeated examinations the 
patient showed no numbness or tingling of the ex- 
tremities and a negative Trousseau and Chvostek 
sign. The day following operation the blood serum 
calcium reading was 16.1 milligrams, serum phos- 
phorus 3.2 milligrams. Numerous determinations 
taken at frequent intervals continued to show high 
calcium and low phosphorus. While the serum cal- 
cium and phosphorus had not shown rapid changes, 
as was expected, it was felt at first that this might 
possibly be due (as pointed out by Albright and 
his associates) to the coexisting marked impair- 
ment of renal function. It was thought more likely 
that the patient still had other parathyroid tumors 
which had been overlooked at operation. Further 
surgery was deemed unwise at this time on account 
of the patient’s advanced nephritis with kidney 
stones associated with fever and pyuria. X-ray 
treatment was instituted in the hope of diminishing 
the activity of any parathyroid bodies or tumors 
which might have remained following operation. 
Although a review of the literature discloses but 
few instances of the use of x-ray in the treatment 
of such a condition, Merritt and McPeak,?* in 1934, 
reported what was apparently most satisfactory 
results from radiating the cervical region in six 
cases of cystic bone disease which, in their opinion, 
were due to hyperthyroidism. From my review of 
these cases it would appear that a definite tumor 
had not been proved by operation or necropsy. 
Furthermore, Aub, Albright, and Bauer '* report 
one patient who had received massive doses of 
x-ray over the neck region before operation. They 
found no change in urinary excretion or blood cal- 
cium values, and the tumor removed at subsequent 
operation showed no definite changes whatsoever 
as the result of radiation. In the opinion of these 
authors there is no successful treatment of this con- 
dition other than surgery. However, our patient 
was given the advantage of any possible benefit by 
routine type of radiation, such as is used occasion- 
ally in hyperthyroidism ; and there was no remark- 
abie response to this treatment, and the blood serum 
calcium and phosphorus remained at the usual 
abnormal levels. The patient having been given 
leave of absence from the hospital at his own in- 
sistence, returned at a later date with severe kidney 
complications, from which he died. At autopsy it 
was of interest to note that the patient still had 
remaining two parathyroid adenomas, which were 
partially obscured by overlying thyroid tissue. The 
thyroid gland: contained numerous adenomatous 
growths. 
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Histological examination of sections from these 
two tumors showed benign parathyroid adenomas. 
In comparing their histological appearance with 
that of the tumor removed at operation, Doctor 
Moody could note no remarkable changes as the 
result of x-ray therapy. 


SUMMARY 


1. Report of case of hyperparathyroidism, due 
to multiple parathyroid adenomas, is presented 
together with the clinical metabolic, and roent- 
genologic findings upon the basis of which a 
preoperative diagnosis was made. 


2. With patients showing renal calculi or pre- 
senting clinical and x-ray findings of bony pa- 
thology simulating osteitis fibrosis cystica, a thor- 
ough investigation must be made, bearing in mind 
the possibility of hyperparathyroidism and para- 
thyroid adenoma. By so doing, it is felt that many 
additional cases will be discovered which have 
heretofore been overlooked. 


3. The treatment is essentially surgical. A defi- 
nite diagnosis (based upon x-ray and blood chemis- 
try findings) must be made before treatment is 
instituted. 

384 Post Street. 
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DISCUSSION 

H. Lisser, M.D. (384 Post Street, San Francisco).— 
Doctor Washburn has done well to report his experience 
with two cases of hyperparathyroidism. It would be highly 
desirable, for a few years longer, if other clinicians did 
likewise, since our understanding of hyperparathyroid syn- 
dromes is relatively recent, and probably not yet complete. 
It is altogether likely that the condition in its various mani- 
festations is somewhat uncommon, but probably by no 
means as rare as some would think. Therefore, the publi- 
cation of as many verified cases as possible will serve the 
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significant purpose of focusing greater attention on this 
interesting and important endocrinopathy. 

Individual narratives, or case reports, have their value 
and teach varying lessons. For example: the extraordi- 
nary story of the sea captain (Bauer’s case), suffering 
from osteitis fibrosa cystica, who insisted on repeated ex- 
plorations until, at the seventh operation, the substernal 
adenoma was finally located, is not only dramatic but 
illustrates the necessity for the most painstaking search 
for oddly located parathyroid tumors. Similarly, Doctor 
Washburn’s extirpation of a typical adenoma, without re- 
lief of the hyperparathyroidism because more than one such 
adenoma was responsible, adds another instructive point to 
the factors which must be considered in the treatment of 
this condition. 

The recognition of Von Recklinghausen’s disease as a 
definite endocrine entity constitutes an illuminating illus- 
tration of the scientific progress to be accomplished by in- 
telligent utilization of preclinical or experimental research 
in the interpretation of clinical disorders. It is quite true, 
as Doctor Washburn notes, that Mandl, in 1925, happened 
to be the first to note improvement in a case of osteitis 
fibrosa, following the removal of a parathyroid tumor, but 
he did not have the acumen to interpret his fortunate 
experience adequately. This needed, quite naturally, the 
important investigations of Collip (1926) (and Hansen, 
independently), who first isolated a potent extract of the 
parathyroid glands, and convincingly demonstrated its influ- 
ence on calcium metabolism. They were able to relieve the 
hypocalcemia of tetany (hypoparathyroidism) by injections 
of this parathyroid hormone, and also produced hyper- 
calcemia in the experimental animal by injecting large 
amounts of this extract. David Barr, professor of medi- 
cine at Washington University, St. Louis, deserves the dis- 
tinction of having been the first to postulate the syndrome 
of hyperparathyroidism as the cause of osteitis fibrosa 
cystica (1929) and, by removal of a parathyroid adenoma, 
reverse a negative calcium balance to the normal positive 
ratio. The Boston group, Churchill, Bauer, Aub, and 
Albright, extended these observations bountifully, and they 
have had by far the largest series of cases reported any- 
where in the world. Their extensive experience added the 
clinical picture of parathyroid hyperplasia as a cause of 
renal stone, and emphasized the seriousness of the resultant 
nephritis. This contribution is so important that no in- 
ternist or urologist should be guilty of failing to determine 
the blood serum calcium in every instance of renal lithiasis. 

It is rather diverting now, in retrospect, to recall some 
of the peculiar maladies, such as paralysis agitans, which, 
theoretically, were formerly ascribed to an excessive para- 
thyroid function. 

It was assumed that, since a state of nerve muscle agita- 
tion was the opposite of muscular spasm (tetany), and 
since the latter was due to deficient parathyroid function, 
the former might be explained by parathyroid overactivity. 
It is a far cry from such armchair speculation to the sound 
scientific explanation of the metabolic osseous malady, Von 
Recklinghausen’s disease, first described in 1891, shrouded 
in mystery for over thirty years, yet now understood with 
perfect clarity. The hyperfunctioning parathyroid adenoma 
robs the skeletal storehouse of calcium, demineralizing it 
and leaving cysts, accumulating excessive amounts of cal- 
cium in the blood, with resultant clogging of the renal 
tubules and calyces, so that calcium stones are formed, 
which ultimately impair renal function. Removal of over- 
active parathyroid tissue restores a positive calcium bal- 
ance and permits calcium to be redeposited in the bones. 


Pavut Micuaet, M.D. (434 Thirtieth Street, Oakland). 
Doctor Washburn, in his paper, has brought out many 
points which are of pertinent interest to all students of this 
condition. It is likely that in the past many of these para- 
thyroid adenomata were classed in the group of Paget’s 
disease, and hence were denied relief by surgical removal. 
Although still comparatively rare, the subject of para- 
thyroid adenomata is gaining in medical importance, and 
many remarkable cures have been reported. The realiza- 
tion of the importance of blood phosphatase and magnesium 
has added a great deal to our diagnostic armamentarium. 
It would have been of great interest to have subjected 
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Doctor Washburn’s patient to a calcium balance test to 
ascertain the degree of calcium loss. The presence of such 
high serum calcium, however, was sufficient corroborative 
evidence for the diagnosis. Among other important things, 
Doctor Washburn’s case proved several points, among 
them (1) that these parathyroid tumors are frequently 
multiple; (2) that they very often are associated with thy- 
roid adenomata; and (3) that many of these tumors are 
first brought to the attention of the patient by passing 
kidney stones. 

It should be emphasized that the thymus is very often 
associated with calcium metabolism, hence failure to find 
a parathyroid adenoma may justify radiation to the thymus 
region as a therapeutic test. It must be mentioned, also, 
that all cases of parathyroid adenomata are not associated 
with fibrocystic diseases of the bones. Two cases recently 
seen by me were characterized by a simple demineraliza- 
tion without cyst formation, yet both had large parathyroid 
adenomata. “ 


Ropertson Warp, M.D. (384 Post Street, San Fran- 
cisco).—Doctor Washburn’s proved case of parathyroid 
adenoma brings out a number of extremely interesting 
points in the diagnosis and treatment of parathyroidism. 

The first of these is the possibility of multiple adenomata 
and their unexpected locations. If the tumor, or tumors, 
can be localized preoperatively, their removal is much 
simplified. The use of a thick barium meal and visualiza- 
tion by x-ray should not be neglected, as occasionally an 
indentation of the esophagus offers an exact localization. 
At operation a meticulous search of the entire neck and 
upper mediastinum is required, and this is especially true 
where preoperative localization has not been possible. The 
surgeon who attempts such an operation, besides being 
familiar with the thyroid surgery, should know how to 
recognize parathyroid tissue by its chocolate color, its 
smooth fragile texture and its difference in appearance 
from thyroid, lymph node, fat and thymus tissues. He must 
be familiar with all possible nooks and crannies, including 
the thyroid gland itself in which the tumors could be tucked 
away. In order to make an adequate exploration he must 
have good exposure and perfect hemostasis. Anyone who 
has explored the upper mediastinum knows how difficult 
the attainment of these requirements are. It must be real- 
ized that the first operation is the time to obtain a cure. 
The temptation to remove normal parathyroid tissue must 
be avoided at all costs, and this dictum presupposes a thor- 
ough knowledge of the normal and abnormal locations of 
these bodies. 

The second point of interest in Doctor Washburn’s ex- 
perience is the absence of a prompt drop in serum calcium 
after operation and its implication that the offending tumor 
had not been removed. Wilder and Howell found a calcium 
drop of 3 milligrams per 100 cubic centimeters so uniformly 
after operation that, when such a change did not take place, 
it threw doubt on the diagnosis and therapy. It would 
appear that a drop below normal is not necessary either for 
the proof of effective therapy or for the appearance of post- 
operative tetany. One case has been reported of severe 
tetany with a serum calcium reading 9 milligrams per 
100 cubic centimeters, the level having been 14 milligrams 
before operation. 

The third point of special interest in this paper, it seems 
to me, is the demonstration of the complete inefficacy of 
x-ray or medical treatment in this disease. The absence 
of any significant change in the appearance of the irradi- 
ated parathyroid tumors from the one originally removed 
speaks eloquently in this respect. This, however, is what 
one would expect from experience in the effect of x-ray on 
other benign tumors. With regard to medical treatment, 
Albright and his collaborators have demonstrated that de- 
mineralization of the bones can be prevented, to a large 
extent, by calcium and phosphorus therapy, but that this 
usually causes increased irritation to the already damaged 
kidneys. They have justifiably decided that surgical treat- 
ment is the only effective one. 

Doctor Washburn is to be congratulated upon his presen- 
tation of a case which demonstrates so many interesting 
and instructive points as his first one. 
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ACUTE ANTERIOR POLIOMYELITIS 


THE POSSIBILITY OF THE SPREAD AS A RESULT 
OF DIRECT PERSONAL CONTACT: A STUDY 
OF 385 CONTACTS 


By J. C. Getcer, M.D. 
San Francisco 


Discussion by Karl F. Meyer, Ph. D., 
George M. Stevens, M.D., Los 
M.D., San Francisco. 


San Francisco; 
Angeles; E. B. Shaw 


ONTAGIOUSNESS, through direct personal 

contact in epidemic and nonepidemic periods 
of acute anterior poliomyelitis, is regarded by many 
departments of public health as a settled fact. The 
quarantine laws, however, as to the length of iso- 
lation applicable to contacts of this disease, vary 
in states, counties, and cities. For instance, the 
regulations of the California State Department of 
Public Health require quarantine of contacts for 
two weeks, and the San Francisco Department of 
Public Health three weeks. The student of epi- 
demiology is frankly at a loss in interpreting 
quarantine laws except from a legal standpoint, and 
perhaps all such laws should be remodeled in order 
to meet modern epidemiologic methods and knowl- 
edge. The degree of contagiousness or, better 
termed, the infectivity rate, as determined by sec- 
ondary cases, which are attributed to contact, varies 
in epidemic and nonepidemic periods of acute an- 
terior poliomyelitis. Moreover, the epidemiologic 
and clinical evidence appears definite and almost 
conclusive that the infectivity rate due to contact 
is far less in acute anterior poliomyelitis than from 
any other communicable disease. Perhaps the fact 
that the inciting agent is a filterable virus, possess- 
ing no unusual degree of viability, and whose entry 
into the body is generally the nasopharynx, may 
be the determining factor in the limited contagious- 
ness due to direct personal contact. Epidemiolo- 
gists today discuss freely familial susceptibility, 
scan the weather reports in time of seasonal perio- 
dicity of the disease, and give guarded statements 
as to the effect of blocking the nasopharyngeal 
passages by the use of chemical sprays. Again, the 
health official in times of elevated epidemic indices 
is confronted with the closing of schools or delay- 
ing of the opening, and the closing of swimming 
pools, theaters, churches, etc., to children of sus- 
ceptible age. 


MERIT OF PREVENTIVE MEASURES 


The beneficial effects of any one of these al- 
legedly important quarantine or preventive meas- 
ures, even when they are put into operation in their 
entirety, appear to be decidedly controversial. 
Other disputed subjects are the use of convales- 
cent serum in the treatment of the case and its 
value as a preventive measure in contacts, and the 
ultimate result to the patient in the use of the me- 
chanical respirator. The San Francisco Depart- 
ment of Public Health recently has reiterated its 
stand that convalescent serum for treatment is logi- 
cal, but only if administered early in the disease. 
The public’ fears the disease because of its power 
to cripple, quite often for life. If the residual crip- 
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pling can be limited to a small percentage of the 
cases, at least one per cent, then the fear complex 
of the public should be dissipated. Therefore, early 
diagnosis and treatment are essential, and again 
the San Francisco Department of Public Health 
has insisted upon the establishment of diagnostic 
centers and the instituting of early orthopedic 
procedures. 


DIAGNOSTIC CENTERS IMPORTANT 


The most important and valuable measure to be 
established by the thoughtful health officer, there- 
fore, is the diagnostic center, in order that an early 
diagnosis be made and early treatment instituted. 
The control of contacts by quarantine does not 
offer insurmountable legal difficulties, but the value 
of this measure must not be weighed too heavily. In 
1917, the author reported an incident in Mill Valley, 
California,’ in which a child of four and one-half 
years appeared at a party with sixty-six other chil- 
dren, ranging in age from two to fourteen, the 
majority under ten. The child had many symptoms 
of acute anterior poliomyelitis at the party; was 
fondled more than usual because of the illness; 
danced with many ; was kissed by a number ; used 
the same utensils and drinking glass in several in- 
stances ; and the room in which the party was given 
measured only 20 by 30 feet. Moreover, Mill 
Valley had been free of the disease for several 
years; so, undoubtedly, this exposure constituted 
the first for many children present. No case of 
the disease developed in any of the sixty-six con- 
tacts. This author drew the following conclusion ! 
“Therefore, taking everything into consideration 
relative to the sixty-six close contacts of the above 
case, particularly their supposed susceptible ages 
with the subsequent negative clinical results, and 
especially since, for the majority, it undoubtedly 
constituted a first exposure to the disease, there 
seems to be sufficient reason to doubt the accepted 
present-day theory of the spread of acute anterior 
poliomyelitis by direct personal contact.’’ 


SAN FRANCISCO EXPERIENCES 


In 1934, contrary to outbreaks of previous years, 
the incidence of acute anterior poliomyelitis rapidly 
increased in San Francisco in the latter half of 
May, 1934, reaching its peak in the latter part of 
June. In previous outbreaks, the duration with the 
distribution of cases in 1916 was from July through 


January; in 1921, June through November; in 
1925, April through December; in 1927, April 
through December ; in 1930, June through Febru- 
ary; in 1934, May to July. The last outbreak, in 
1934, was reported in detail by the author et al.? One 
phase of the outbreak was not sufficiently studied, 
and consequently was not commented upon in this 
paper, namely, the study of contacts of cases. 


One hundred and eighty-one close personal con- 
tacts of sixty-eight proved cases were carefully 
studied. The one hundred and eighty-one contacts 
were followed for at least six weeks. by epidemiolo- 
gists and the public health nurse. Only two of the 
contacts developed the disease. Ten of the remain- 
ing contacts showed at various periods of the time 
elevations of temperature, sore throat, muscular 
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pains, and malaise ; but careful clinical observation 
and laboratory examination eliminated all as a 
clinical case of acute anterior poliomyelitis. 


In the entire outbreak of 1934 there were 122 
cases, with 307 direct personal contacts (an aver- 
age of less than three per case), of which six (or 
2 per cent) developed the disease. In 1937, in 
eleven cases reported over a period of several 
months, there were seventy-eight contacts, an aver- 
age of seven per case. These contacts were fol- 
lowed closely for three weeks by epidemiologists 
and the public health nurse, and no cases developed, 
nor were there any symptoms to indicate a suspi- 
cion of the disease. The conclusion of the author, 
published in 1917, therefore, could be applied in 
the outbreaks of 1934, an epidemic period, and to 
the contacts of the cases that were reported in 1937, 
a nonepidemic period. The epidemiologic con- 
clusion, that individual susceptibility among age 
groups, where the susceptibility to acute anterior 
poliomyelitis is considered greatest, is practically 
negligible as a result of contact, appears valid in 
the light of experience in San Francisco in 1934 
and 1937. 


IN CONCLUSION 


The epidemiologist must seek a more definite 
answer as to the modes of spread of this disease 
or accept the evidence that the population immunity 
is not an inconsiderable factor, since acute anterior 
poliomyelitis affects very few persons in a com- 
munity in comparison to other communicable dis- 
eases. Furthermore, it is unfortunate that the De- 
partment of Health possesses meager or no infor- 
mation as to the source or route of infection in the 
cases reported. 


Finally, if the diagnosis is made and the treat- 
ment administered early, especially orthopedic, the 
reduction of the residual and crippling paralysis 
will be such that the disease will become relatively 
unimpressive. 

101 Grove Street. 
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DISCUSSION 


Karu F. Meyer, Ph.D. (Hooper Foundation for Medical 
Research, University of California, San Francisco).—The 
experiences reported by Dr. J. C. Geiger coincide with 
those recorded in the international literature. In fact, the 
extreme rarity of sister infections, even in the vicinity of 
definite cases in a family, is so striking that the epidemiolo- 
gist reluctantly accepts the concept of contagion for the 
disease poliomyelitis. Nobody will deny that the direct 
transfer of the virus from person to person is debatable, 
and for various reasons: (1) The infectiousness of the 
nasopharyngeal secretions of monkeys is fully proved, but 
well monkeys caged with poliomyelitic animals, or labora- 
tory workers exposed to these apes, do not contract the 
disease. (2) In contrast to the droplet-borne infections— 
diphtheria and scarlet fever—the incidence of carriers is 
very low. An extensive spread of the specific disease agent 
in poliomyelitis has not as yet been proved. Lack of con- 
nection between cases of this disease is a constant epidemio- 
logic feature; it is very difficult—usually impossible—to 
establish well-defined chain transmissions. This state of 
affairs is usually explained by the statement that the con- 
tacts are nonsusceptible. Would it not be better to separate 
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clearly between susceptibility or disposition to infection, 
and susceptibility to disease? Seasonal incidence, lack of 
tendency to spread in congested centers, schools, etc., and 
the behavior of poliomyelitis in the tropics and in rural 
areas, are phenomena which do not harmonize with the con- 
cept of contact transfer, at least at the time the disease is 
clinically most prevalent. It is reasonable to suspect that 
the infective agent, perhaps a high molecular protein, enters 
the body many months before the clinical signs, induced 
by the intracellular parasitism, become evident. In the light 
of newer knowledge on viruses, the prevailing concepts of 
epidemiology may require radical revisions. The multiple 
cases reported by Bossert (Jahrb. d. Kinderheil K., 134 :82, 
1931) represent examples of exceptionally high genetic dis- 
position to disease within two families, but this should not 
oe as proof that infantile paralysis spreads within the 
amily. 

Doctor Geiger feels keenly his inability to trace the 
sources or pathways of poliomyelitic infection. Everybody 
shares in this disappointment. An effective system of pre- 
vention cannot be instituted until the modes of transmission 
are established. The administrative measures in vogue are 
empirical and, consequently, ineffective. 


% 


Georce M. Stevens, M.D. (Los Angeles City Health 
Department, Los Angeles ).—One of the present-day mys- 
teries of poliomyelitis is its evolution from a sporadic dis- 
ease to one of epidemic proportions. It is conceivable that 
the causative virus may be of a specific neurotropic strain. 

The low infectivity rate, due to direct exposure, can 
undoubtedly be explained by the large number of carriers 
who have developed an immunity due to repeated subclinic 
infections, and individual maturation. We must, however, 
be aware that on account of the prevalence of widespread 
epidemics, the infectivity rate and the age incidence are on 
the increase. 

In the Los Angeles epidemic of 1934 there were 1,434 
cases. The outstanding fact during the outbreak was the 
unprecedented incidence of the disease among the personnel 
of the Los Angeles General Hospital. This institution ac- 
counted for 234 cases. I am of the opinion that this was 
due to the repeated daily opportunities for direct and often 
prolonged contact. I do not believe that one single exposure 
was responsible for a clinical case, but due rather to several 
or many exposures of subclinical dosages. This, together, 
with other factors, such as fatigue, loss of sleep, overwork, 
and the constitutiona’ make-up of the exposed individuals, 
were the determining factors in the development of the 
clinical manifestations of the disease, or subclinical im- 
munity. 

The shifting hospital personnel during the outbreak was 
approximated at 4,522, and the gross attack rate was 4.8 per 
cent. The groups most severely attacked were the phy- 
sicians and the nurses, with a gross rate each of 5.4 and 
10.7 per cent, respectively. More striking was the fact that 
those nurses most closely associated with clinical cases 
had an attack rate of 11.4 per cent, while those physicians 
in such attendance had an attack rate of 6.2 per cent. 

The disease first attacked and reached its greatest in- 
tensity among the newcomers of the hospital personnel, 
who gave no history of any previous exposure. Student 
nurses had the highest attack rate of 16.2 per cent, while 
the graduate nurses affected were 8.2 per cent. A much 
smaller attack rate was manifested among the attendants, 
with a rate of 1.9 per cent, and among the orderlies of only 
1.6 per cent. 

The attack rate among the hospital personnel, whose 
occupation never brought them into any intimate contact, 
was only 0.8 per cent. Residence on the hospital grounds 
also played a role. The attack rate among those residing 
on the grounds was 14.2 per cent, while those living out- 
side the grounds was 2.3 per cent. All of the foregoing 
hospital statistics are quoted from the excellent study and 
report of Dr. A. G. Gilliam, past assistant surgeon of the 
United States Public Health Service. We trust that this 
excellent survey will soon be published for distribution. 

Our analysis revealed that, of the total of 1,434 cases 
during the outbreak, there was a definite history of known 
exposure in 301 instances, or approximately 21 per cent. 
Secondary cases occurred in eighty-two households and 
were distributed as follows: two cases in each of seventy 
families; three cases in each of nine families; four cases 
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in each of two families; and in one household there were 
six cases. Multiple or secondary cases occurred in 6.21 per 
cent of the cases in the series. This rate compares closely 
with the attack rate of 6.1 per cent that occurred among 
the hospital personnel, who were more or less in close con- 
tact with the clinical cases. 

Consequently, it is my opinion that direct contact, es- 
pecially if associated with prolonged exposure, lack of 
opportunity to develop subclinical immunity by repeated 
small contact doses, fatigue, loss of sleep, and the consti- 
tutional make-up of the individual, all play a very im- 
portant rdle as to whether an individual actually develops 
poliomyelitis or becomes subclinically immune. Surely, the 
spread can be controlled to some degree by the isolation of 
the patient and the restriction of the contacts. By so doing, 
we will help to prevent overwhelming exposure doses to 
many susceptible individuals, giving them a chance to build 
up protection by subclinical means. 

Until confronted with more knowledge in regard to the 
spread of the disease, we are willing to accept the now pre- 
vailing opinion that it is spread by droplet infection from 
those ill with the disease, and often by carriers, who have 
themselves developed subclinical immunity. 


I am in accord with Doctor Geiger’s emphasis on the 
establishment of diagnostic centers for the early diagnosis 
and hospitalization of suspected cases. The use of nasal 
sprays can only be of limited usefulness. It has its draw- 
backs and dangers at the present time and, under these 
circumstances, cannot be of practical aid in the field of 
public health. I believe that the hope of the future for the 
control of poliomyelitis still lies in the development of a 
safe and efficient vaccine. » 


ec - 


E. B. Suaw, M.D. (384 Post Street, San Francisco).— 
It must be admitted by any student of epidemiology that 
quarantine is frequently a process of closing the door after 
the horse is out, and is only justified by the argument that 
there may be other horses. In poliomyelitis, as in most 
infections, clinical diagnosis is established only after the 
patient has, in all probability, passed through his period of 
greatest communicability and, doubtless, thereafter con- 
tinues to be a potential disseminator of virus but, due to 
the fact that he is then an ill child, the opportunities for 
(lissemination are considerably cut down and he is not 
nearly so dangerous to the community as he was for a short 
time before the development of active symptoms. Doctor 
Geiger’s observations indicate that, while the patient with 
poliomyelitis is not demonstrably a frequent source of other 
cases, the infection chain in this disease is, however, most 
obscure; and cases intermediate between a pure carrier 
state and outspoken paralytic forms of the disease are a 
likely agency for distributing the infection to the popu- 
lation. These disseminators of the infection are not readily 
detectable by ordinary methods, they are not clinically 
recognizable, and the virus cannot be demonstrated in their 
secretions with the ease with which diphtheria bacilli may 
be detected. 


It is not altogether rare, however, as even Doctor 
Geiger’s series demonstrates, to find the disease develop- 
ing after contact with a known clinical case. Without com- 
pletely reviewing the cases of poliomyelitis which I have 
seen, I can quickly recall several instances: (1) three chil- 
dren in one family developed the disease at intervals of 
four or five days; (2) a four-year-old child was exposed 
to a patient in another town, and developed the disease five 
days later; (3) at least three of the mothers who cared 
for small children during the early stage of the disease de- 
veloped poliomyelitis within a week following their first 
exposure; (4) a child intimately exposed to her sister, who 
died of the bulbar form, developed poliomyelitis twelve 
days later with an almost identical clinical picture. I be- 
lieve that these instances could be multiplied by a careful 
study of the intimate history of many cases. It has always 
been my belief that, although numerous individuals may be 
exposed to this disease without contracting it, intimate 
exposure is not necessary for the infection of the patient 
whose susceptibility is modified by constitutional and en- 
vironmental factors which predispose him to infection. 
I suspect that the disease passes from one patient to an- 
other by means of an infection chain which includes the 
clinical case, the subclinical case, and perhaps even includes 
the healthy carrier. 
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Dissemination of the virus throughout the community is 
only a single factor in the production of epidemics; there 
are many reasons to suspect that numerous environmental 
factors must be propitious before an epidemic can develop. 
Until these environmental factors are more precisely known 
there is little which can be done from a public health stand- 
point, except to make an effort to reduce dissemination of 
the infectious agent, and this can only be partially secured 
through the isolation of cases and contacts. During seasons 
of increased epidemicity, when presumably environmental 
factors favor the disease, it is especially desirable to make 
every effort to avoid scattering infection, even though de- 
monstrable case-to-case connections are not evident. 

Doctor Geiger’s observations emphasize simply the ob- 
scurity of our state of knowledge regarding the precise 
epidemiology of poliomyelitis. It might be relatively safe 
to enforce no isolation for the affected individual, but even 
a small degree of risk is incompatible with the nature of 
the disease, and the fear which it engenders in any com- 
munity. St. Paul was responsible for the advice, ““To ab- 
stain from the appearance of evil.” This may not be valid 
epidemiology, but it is sound public health, from which I 
do not believe Doctor Geiger would propose any departure. 
There is no doubt that the study of epidemics from the 
standpoint of public health deserves the earnest codperation 
of the clinician, who alone can supply a wealth of intimate 
detail regarding the individual patients helping to comprise 
the epidemic. 


FUNCTIONAL INDIGESTION * 


By Avrrep E. Korner, M.D. 
Santa Barbara 
Discussion by William C. Boeck, M.D., Los Angeles; 


T. L. Althausen, M.D., San Francisco; Hugh Freidel, 
M.D., Santa Barbara. 


FRUNCTIONAL indigestion may be defined as 


a disturbance of the digestive and assimila- 


tive functions in which no organic pathology can 
be demonstrated. Although many factors influ- 
ence alimentation, in general well-masticated food 
undergoes proper digestion when (1) an adequate 
amount of the various digestive secretions is avail- 
able; (2) when gastro-intestinal motility is neither 
excessively slow nor fast; and (3) when absorp- 
tion of the products of digestion or of the simpler 
foodstuffs by the blood stream or by the lymphatics 
is adequate. By adequate in this respect, we mean 
that unabsorbed foodstuffs do not reach the colon 
or if so, only in relatively small amounts. 

It is, of course, altogether probable that digestive 
disturbances due to organic causes, such as peptic 
ulcer or cholelithiasis, are related reflexly to these 
same factors. Removal of the organic lesion usu- 
ally clears up the disturbance, and little thought is 
ordinarily given to the actual physiological mecha- 
nism involved. 

In this study we have confined ourselves purely 
to those cases in which organic pathology has been 
ruled out as far as possible. The error is frequently 
made of assuming a functional diagnosis without 
eliminating such factors as ulcers, gall-bladder and 
liver disease, constriction, adhesions, diverticulae 
or congenital malformations. Failure of proper 
roentgenographical studies frequently is due to eco- 
nomic considerations, but experience teaches us that 
such economy is usually expensive in the end. We 


* From the Santa Barbara Cottage Hospital and Sansum 
Clinic, Santa Barbara. 


Read before the General Medicine Section of the Cali- 
fornia Medical Association at the sixty-sixth annual session, 
Del Monte, May 2-6, 1937. 














T ase 1.—Limits of Variation Into Which 90 Per Cent 
of Normal Cases Fell 












Rate of fiow......0.8 to 1.6 cubic centimeters per minute 
Icteric index to 60 times dilution 

Amylase ...... 200 to 500 milligrams sugar 

Lipase So ..18 to 25 cubic centimeters 0.1 N NaOH 
Protease ............. 4.0 to 6.0 milligrams amino nitrogen 






strongly urge that indigestion of any prolonged 
duration be not assumed as functional, but that 
every effort be made to rule out organic disease. 

However, after such pathology is ruled out as 
far as possible, a considerable group remains that 
must be classified as functional disorders. 


PLAN OF STUDY 


Our approach to this problem, which too com- 
monly is handled in a vague and purely symptomatic 
fashion, has been through channels of objective and 
quantitative diagnostic studies concerning digestive 
secretions, motility, and absorption. The latter two 
factors are, of course, intimately related, and dis- 
sociation, at least for the time being, has been 
difficult. 

DIGESTIVE SECRETIONS 


By means of a duodenal tube and a modified 
technique we have studied the duodenal secretions 
under basal conditions in 38 normal, 280 abnormal, 
but without digestive disturbances (malnutrition, 
adiposity, diabetes, allergy, etc.), and 710 cases of 
indigestion. Such studies have been reported previ- 
ously by various workers, with the general con- 
clusion that little value can be attributed to such 
findings. It is our belief that such failures have 
been due to: inadequate standardization of the 
drainage technique, poor methods of analysis, in- 
conclusive data on the normal limits of variation, 
and failure to obtain more than one drainage in 
questionable cases. 

The drainage material was analyzed immediately 
after it was obtained. The digestions were done 
at 37.5 degrees centigrade, in a special type of 
incubator in which a shaking platform kept the mix- 
tures in constant gentle agitation. The digestions 
were all carried out in a phosphate buffered so- 
lution at pH 7.0 (the probable average pu of the 
contents of the small intestinal tract ) and expressed 
in the following manner : 

Rate of Secretion. Expressed as cc. collected 
per minute. 

Icteric index (bile pigments). Dilution of drain- 
age necessary to match colorimetrically 0.01 N 
potassium dichromate solution. 

Amylase. Mg. sugar as maltose liberated from 
1 cc. of 1 per cent starch solution by 1.0 cc. secretion 
in 10 minutes at 37.5° C. 

Lipase. Cc, of 0.1 N NaOH required to neutral- 
ize the fatty acids formed from 2 cc. olive oil by 
10 cc. secretion shaken (emulsified ) in an incubator 
for three hours at 37.5° C. 

Protease. Mg. of amino-acid +- NH, nitrogen 
obtained from 250 mg. casein by 10 cc. secretion 
shaken in incubator for three hours at 37.5° C. 

Table 1 shows the limits of variation of 90 per 
cent of the normal cases, while Table 2 shows the 
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TABLE 2.—Incidence of Abnormal Findings in 305 
Cases of Indigestion 























Per Cent Below 
Lower Range 
of Normal 
Variations 



















tate of flow............. sccnidpclnsicaesnckeite 29 














Icteric index...... 47 
Amylase 26 
Lipase 13 





Protease ............... 








incidence of abnormal findings in the indigestion 
cases. We believe that the figures for decreased 
rate of flow, bile pigments and amylase in indi- 
gestion are significantly outside the values for nor- 
mal variation, while those for lipase and protease 
are only questionably so, On the other hand, it is 
also well shown that a considerable percentage of 
the indigestion group have drainage values well 
within the normal variation limits, and that the 
cause for indigestion in these cases must be sought 
for in abnormalities other than digestive secretion 
deficiencies in the upper duodenum. Insufficiency 
of digestive secretions in the jejunum and ileum 
(succus entericus ; erepsin, sucrase, lactase, etc.), 
has never been adequately studied. 






















































































STARCH INTOLERANCE 











The high frequency of starch intolerance, as 
cited by patients in obtaining their histories, and 
the high percentage of amylase deficiency in the 
duodenal drainages made it desirable to devise a 
further quantitative test for this difficulty. This 
we accomplish by giving 1.5 gram of cornstarch 
suspended in water per kilo body weight in the 
same manner as for the glucose tolerance test and 
determining the glucose absorbed in the blood dur- 
ing hour intervals. In the normal person there is 
an excessive amount of amylase available, so that 
the rate of absorption of the sugar formed becomes 
the limiting factor and, consequently, the blood 
sugar curve after starch is similar to that after 
glucose. In many cases of indigestion, however, 
the blood glucose curve after starch is greatly flat- 
tened, frequently no elevation at all being noted. 
Commonly, such cases have nausea, flatus, dis- 
tention, occasionally headaches and general malaise 
six to twelve hours after the starch ingestion, due 
probably to the undigested starch reaching the colon 
and undergoing rapid fermentation. Chart 1 shows 
the comparison of starch and glucose tolerance 
curves in a normal and a case of starch indigestion. 

























SIMPLE SUGAR INTOLERANCE 





A considerable number of cases give the history 
of not tolerating simple sweets. Frequently, such 
small amounts of sugars (10 to 15 grams) caused 
upsets when administered in a test-meal, even when 
disguised, that the question of allergic intolerance 
was raised, but this was felt to be improbable be- 
cause large amounts of these same sugars (sucrose. 
lactose, xylose and glucose) given intravenously 
to these patients produced no disturbances. In the 
case of glucose intolerance the factor of digestion 
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Chart 1.—Demonstration of failure of blood sugar rise 
after starch ingestion in a case of indigestion as compared 
with the normal rise in blood sugar after the same amount 
of glucose. 


can be eliminated, and consequently we turned our 
attention to its rate of absorption. Glucose toler- 
ance tests by mouth in this type of a case frequently 
show only slight or no rise of the blood sugar after- 
ward, Such a flat curve, of course, could be due 
either to faulty absorption from the intestinal lumen 
or to excessively rapid utilization of the sugar after 
absorption such as is obtained in cases of hyper- 
insulinism. That the latter was not always the case 
and that, consequently, the flat curve was due to 
poor absorption, was proved by demonstrating a 
normal or even poor utilization tolerance by con- 
tinuous intravenous injection of glucose at a con- 
stant rate. 

The distress that these people, with impaired 
glucose absorption, have after sugar ingestion is 
similar to that mentioned under starch indigestion. 

Chart 2 gives examples of oral and intravenous 
glucose tolerance curves in normal, hyperinsulinism 
and sugar intolerance cases. 

As to the type of disorder responsible for de- 
creased sugar absorption, little is known. The 
possibility exists that decreased absorption is due 
to increased intestinal rate, and that there is a com- 
parable decrease in the absorption of other sub- 
stances such as amino-acids as well. 


TREATMENT 


It should be emphasized, of course, that many 
other factors exist that cause or are related to 
indigestion than those included in our discussion. 
Among these may be mentioned allergy and less 
specific food intolerance, such as that produced by 
cooked cabbage, lettuce, radishes, etc. We pur- 
posely avoid discussion of the vague term nervous 
indigestion ; not that nervous disturbances are not 
important, in fact they are of fundamental impor- 
tance, as has frequently been shown by various 
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Normal 


Mq. qlucose per ico cc. blood 


Chart 2.—Demonstration that the flat blood sugar curve 
after glucose ingestion may be due to failure of absorption. 
Such flat curves may be differentiated from those of hyper- 
insulinism by the intravenous administration of glucose. 


workers, but we prefer to think in terms of the 
type of alimentary disturbance caused by aberrant 
nervous activity. 

Our experience leads us to believe that an ex- 
cessively rapid, small intestinal rate is the most 
common cause of functional indigestion, and that 
distress is caused by an excessive amount of bac- 
terial food reaching the colon. Treatment consists 
of the well-known methods, avoidance of foods 
mechanically or chemically irritating, and nervous 
stabilization. This latter aspect is a problem of 
such magnitude that no attempt can be made to 
review it here. One point in regard to nervous 
irritability we do wish to emphasize, namely, mal- 
nutrition, frequently a result of indigestion or im- 
posed dietary restrictions. We emphasize, in this 
respect, a well-balanced dietary regimen, with par- 
ticular attention paid to the mineral and vitamin 
requirement, frequently augmenting the diet with 
the pure forms, especially calcium and vitamins 
B? and C. 

TREATMENT OF PATIENTS WITH DIGESTIVE 
SECRETION DEFICIENCY 


Motility is, of course, closely related to secretory 


deficiency, inasmuch as a fast rate greatly decreases 
the time of action of the enzymes on the substrate. 

In general, secretory deficiency can be treated in 
one of three ways or combinations of these pro- 
cedures : 

1. If the deficiency prevents proper utilization 
of one of the food groups, this group may be mate- 
rially reduced in the diet. For example, cases fre- 
quently are low in amylase but have adequate lipase 
and protease, and consequently are given a diet 
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low in starch and higher in protein and fat. Simi- 
larly the avoidance of more than the minimum of 
sugars greatly benefits cases that have poor ab- 
sorptive ability. 

2. The deficiencies may be substituted for by 
enzyme concentrates such as diastase, malt, and 
pancreatic preparations. The difficulty seems to be 
that the activity of these preparations is so low and 
irregular that efficient concentrations in the in- 
testinal tract are hard to obtain. We are convinced 
that unprotected pancreatic amylase is completely 
destroyed by the gastric acidity. We have not been 
able to alter low starch tolerance curves with the 
most active amylolytic preparations available, even 
when enteric coated. On the other hand, many 
patients report general digestive improvement with 
these preparations, but such criteria is frequently 
difficult to evaluate. 

3. The low secretory activity of the digestive 
glands may be stimulated, at least in certain cases. 
Food itself is probably the best stimulus, and low 
secretory activity can frequently be related to long 
periods of partial starvation, frequently imposed 
to avoid digestive distress. Encouragement to eat 
adequately of the proper foodstuffs frequently is 
followed by improvement of the secretory func- 
tions with general improvement. 

The secretory impairment is frequently related 
to low general metabolic activity, as in cases of 
hypothyroidism, and probably in anterior pituitary 
lobe deficiency of the lean type. Thyroid treatment 
is frequently effective. 

Furthermore, evidence is accumulating that cer- 
tain vitamin deficiencies, particularly B,, result in 
impaired motor and secretory activity of the in- 
testinal tract, and we believe that our data, although 
still in the experimental stage, indicates the useful- 
ness of vitamin B' therapy in these types of cases. 

Santa Barbara Cottage Hospital. 


DISCUSSION 


Wiiiiam C. Boeck, M.D. (1919 Wilshire Boulevard, 
Los Angeles).—One must unhesitatingly commend Doctor 
Koehler for the industry which his research represents in 
the field of functional indigestion. It was motivated, no 
doubt, by a desire to learn whether or not there is some 
detectable physiological disturbance that may account for 
the digestive symptoms in that group of patients presenting 
no evidence of organic pathology. 

The investigation seeks to show that in many of these 
patients the digestive disturbances may be based upon their 
inability to metabolize starch in a normal manner. The 
evidence that this exists is based upon the low or flat starch- 
tolerance curve obtained in many of such patients. This 
curve is interpreted to mean that much of the ingested 
starch is not digested and absorbed, but passes on into the 
colon, where it is acted upon by the bacteria; the fermenta- 
tion produces gas, which results in the flatulence, disten- 
tion, abdominal pain or distress, nervousness, etc., so com- 
monly complained of by these persons. 

I believe, however, that this finding, while it may prove 
to be a contributing factor, cannot be said to be established 
by this work, because this research only deals with pan- 
creatic digestion, and the blood-sugar curve represents ab- 
sorption over only four hours. This undoubtedly represents 
the maximum absorption from the digested starch, and that 
which probably occurs for the most part in the duodenum, 
jejunum, and upper ileum; but digestion and absorption 
may still continue on down in the ileum, and perhaps the 
colon, too. We would like to have evidence that undigested 
starch actually reaches the colon in large amounts. The 
intubation methods of Abbott, Karr and Miller of Phila- 
delphia might be used to clarify this point. 
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As the author states, such important factors of mal- 
nutrition and undernutrition, and the nervous irritability 
so common in these patients must be considered in treating 
them. Too often these patients have practiced progressive 
food exclusion from their diet, with the result that a defi- 
ciency state may exist. The indigestion symptoms gradu- 
ally disappear when the treatment is handled intelligently 
to include an adequate balanced diet and a proper evalu- 
ation of all other factors that may have had a part to play in 
the production of the digestive symptoms. This investiga- 
tion deserves much credit as another step in the direction of 
explaining the probable origin of some of these symptoms. 


*% 


T. L. AttHausen, M.D. (University of California Hos- 
pital, San Francisco).—The subject of deficient action of 
digestive enzymes in the body is decidedly in need of quanti- 
tative study, and Doctor Koehler’s work is a valuable step 
in this direction. It is reasonable, as the author states, that 
diminution of amylase in the duodenal fluid does not neces- 
sarily mean failure of starch hydrolysis, because normally 
an excess of amylase is present. Doctor Koehler very prop- 
erly advocates further studies in the nature of a starch 
meal, and if necessary a test of glucose tolerance by the 
intravenous method before the existence of improper split- 
ting of starches is seriously considered. Even then it re- 
mains not entirely proved, because in a cornstarch test-meal 
the digestive action of the amylolytic ferment of saliva 
appears to be largely excluded. 


The question of whether increased peristalsis has an 
adverse influence on absorption was brought up. We found 
that experimentally induced intestinal hyperperistalsis in 
animals reduced the hourly absorption of glucose from 
1.7 gram to 1.4 gram per unit of body weight. We also 
found that starvation up to four days, hepatic injury due to 
phosphorus poisoning, fever, and dinitrophenol intoxica- 
tion, all produced some diminution in absorption of glucose. 
However, the thyroid status of animals had the greatest 
influence on absorption. Thyroidectomy reduced the ab- 
sorption of glucose in our animals to 0.9 gram, while ad- 
ministration of thyroxin increased it to 2.8 grams. 


I agree with Doctor Koehler that, clinically, hyperperi- 
stalsis of the small intestine may cause intolerance to 
starches; but I also think that other factors which bring 
together unabsorbed carbohydrates and intestinal bacteria, 
such as excessive intake of starches or extension of the 
colonic flora into the small intestine, can produce the same 
effect. 


Therapeutic administration of digestive enzymes is at 
present in such disrepute that the Council on Pharmacy 
and Chemistry of the American Medical Association does 
not accept any enzyme for oral administration. This state 
of affairs is due to the fact that digestive enzymes are 
almost universally given regardless of whether objective 
evidence of a deficiency exists, and that the amounts given 
are usually too small to be effective except as a form of 
psychotherapy. The clinical importance of the digestive 
enzymes will come into its own when we shall be able to 
prescribe them only in proved cases of deficiency and in 
amounts that are physiologically active. Doctor Koehler’s 
work brings us a step nearer to this goal. 


*% 


Hucu Fremer, M.D. (1515 State Street, Santa Bar- 
bara).—Doctor Koehler should be congratulated for pre- 
senting these studies to us. More and more worth while 
studies of the small intestine functions are being reported 
daily, chiefly biochemical in nature. They all add some- 
thing valuable to our knowledge of the abnormalities of the 
intestinal mechanism, and are of increasing aid to us in 
the caring for the same. Further contributions will be con- 
tinued by just such studies as Doctor Koehler has made 
and we all look forward to the gradual clearing of those 
hazy and uncertain ideas that are so prevalent concernins 
this most important digestive organ, the small intestine. It 
is to be hoped that further studies of the intestinal motility 
will offer to our knowledge new and worth while contri- 
butions, for I feel the disturbances in the motility, and 
the factors influencing them, are of the utmost importance. 

I have felt the evaluation of quantitative estimations of 
the secretory functions of the small bowel to be of some 
benefit in diagnosis, ‘but very little in therapy. And this 
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was due to the definite variable influences on the secretion 
by psychic and emotional stimuli so prevalent in the group 
of emotionally unstable individuals encountered. Doctor 
Koehler has apparently disposed of these factors to his 
satisfaction in his presentation of this study. All have seen 
cases of starch intolerance with frothy, fermentative stools, 
and with definite clinical evidence of marked indigestion, 
who, when away from their family and business worries, 
have metabolized starch in an adequate and satisfactory 
manner. Functional deficiencies, as determined by such 
laboratory findings, should be more constant. 

I agree with Doctor Koehler that substitution therapy, 
using the various enzyme and digestive concentrates, is very 
disappointing. In order to get any benefit, even in the most 
evident case, much larger doses than usually used are 
necessary, and then only with preparations of a proved 
potency. Good results have been reported by using a prop- 
erly prepared potent preparation of pancreatic juice in 
proved cases of pancreatic insufficiency. Ivy reports good 
results with large doses of pancreatin of proved potency in 
similar cases. Therefore, it seems to me that if the defi- 
ciency is real and not transitory, preparations of these con- 
centrates, properly prepared and of known potency, would 
be of a greater benefit to these functional indigestions. 

When we have further studies of the small intestine 
physiology, and especially its motility, made available most 
probably by new and improved roentgen studies, with a 
more skillful guiding and helping of these individuals to 
adjust themselves to their handicaps and to live within 
their capabilities, then and only then will our therapeutic 
results with these various functional indigestions and dis- 
turbances in motility of the small bowel be satisfactory. 


THE ENDOCRINES AND BEHAVIOR IN 
PUBERTY * 


By Crara H. Sparpine, M.D. 
Richmond 


Discussion by Olga Bridgman, M.D., San Francisco; 
E. Kost Shelton, M. D., Los Angeles. 


HE child from eleven to sixteen is here dis- 

cussed. The reasons for believing this group 
worthy of special consideration are threefold: 

First: The universality of this critical time in 
every child’s life. 

Not every child will have broken bones or acute 
infection; but each child will, inevitably, have a 
period of puberty with its problems. 


Second : Because of the importance of this period 
to the child himself, physically and emotionally. 
Third : Because of the importance of the adjust- 


ment of the child toward society; the social eco- 
nomic value. 


THE PHYSICAL CONSIDERATION 


Pubescence interests us primarily because of its 
physiological changes, and the underlying anatomi- 
cal changes, which means consideration of the 
endocrines. 

The sum total of the child’s previous life gradu- 
ally brings to bud and blossom the gonadal system ; 


the sex hormones of the pituitary gland, plus 
gonadal activity. 


ROLE OF THE PITUITARY 


Regarding the pituitary as the keystone of the 
arch, we may pass lightly over the products of 


* Read before the Pediatrics Section of the California 
Medical Association at the sixty-sixth annual session, Del 
Monte, May 2-5, 1937. 
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the posterior lobe, simply naming them for com- 
pleteness : 
1. That which affects the liver and so aids in fat me- 
tabolism. 
2. That which aids the eye in mydriasis. 
3. Three which affect the circulatory system: 
(a) Raises blood pressure. 
(b) Aids coagulability. 
(c) Controls capillary tone. 
. Two which bear upon the renal system: 
(a) Diuresis. 
(b) Antidiuresis. 
. Two which affect the uterus: 
(a) Alphahypophamin, the pressor. 
(b) Betahypophamin, the oxytocic principle. 
. Two which bear upon the digestive system: 
(a) One to the stomach, an inhibitor or gastric se- 
cretion. 


(b) One affecting the peristaltic action of the in- 
testine. 
One product of the pars intermedia : 
1. Intermedia. 


Then those of the anterior lobe, of whose eight 
products we mention seven briefly: 

. Parathyreotropic, parathormone. 

. Thyreotropic, thyrodin. 

. Suprarenalatropc, adrenalin or cortin. 

. One with galactagogue action. 

. Pancriaticotropic, insulin activator. 

. One affecting general growth. 

. One affecting skeletal growth, specifically. 


. The gonadotropic group, which we shall consider 
more closely. 


GONADOTROPIC GROUP 


Of the gonadotropic group, we have: 


Prolan A, of which we have a male and a female entity : 

1. That which affects the testicle, and whose specific 
function is the determination of spermatogenesis. 

2. That which affects the follicle of the ovary—folliculin. 

Prolan B, which, likewise, consists of a male and a female 
entity, as the case may be: 

1. That which affects the testicle androtin. 

2. That which affects the corpus luteum, progestin. 

When the gonadotropic hormones mature and 
function normally, we have the group of second- 
ary sex characteristics develop normally. If this 
physiological function be normal, we have the re- 
sultant normal emotional response on the part of 
the child, which predetermines that child’s attitude 
toward life and society. 


GROUPING OF CHILDREN 


Children may, grossly, be divided into three 
groups : 


First: The narrow top band of the precocious. 

These children require great tact and under- 
standing. Their ability to lead can be guided cor- 
rectly, or they may easily develop their smart-aleck 
tendencies to be leaders of gangs. 

Second: The bottom, much wider band of sub- 
normals, The gradations range from: 


1. The mildly retarded. 


2. The feeble-minded—high-grade and low- 
grade morons. These are a definite menace to 
society because they are not adjusted, and are not 
capable of adjustment to the social economic sys- 
tem of today, with its complex problems. 

The only hope for these two groups is early 
recognition, correct diagnosis, and adequate treat- 
ment of their endocrine dyscrasias. 
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3. The twilight zone, the very low-grade men- 
tals: the imbeciles and the idiots. Their only 
solution is institutionalization. 


But many cretins and Mongolian idiots could 
have been spared this fate had their endocrine needs 
been recognized early. That would have been both 
humane and economical. 


Third : That broad, middle band of good normals. 
Fortunately, these constitute the vast majority. 
From this group will always come our substantial 
citizens of the future. 


They need no special medical attention, only 
understanding and sensible training. 


EMOTIONAL REACTION OF THE PUBESCENT 
CHILD 


With the pubescent child, bear in mind that he 
is undergoing an emotional crisis. He is confused, 
feels frustrated. He cannot understand himself, 
therefore he thinks nobody understands him. He 
is becoming an independent social unit with defi- 
nite opinions. He is becoming an adult, so w hat 
he needs is someone to regard his problems as dig- 
nified and important, which is every adult’s due. 

SEX INSTRUCTION 

Sex instruction should be provided. This may 
well be given by the parents, if they are intelligent, 
if they have the child’s confidence, and if they are 
themselves instructed. It may be given by the 
family physician, if he is sufficiently close to the 
child to impress the child that he is really vitally 
interested in his welfare. Or it may be imparted 
at school, which can much better give sex-hygiene 
instruction than sex instruction. 

Sex instruction, to be worth while, must be given 
not too early in life; it must not, be too legendary 
nor romantic; it must be clear, and it must be 
scientifically sound. 


IN CONCLUSION 


The child who becomes maladjusted, in the ma- 
jority of cases, follows this rationale : 

First: Endocrinopathy. 

Second: Development of undesirable traits and 
habits. 

Third: Early juvenile delinquency 

Fourth: Criminality. 

Endocrine disorders are amenable to treatment 
and are correctible, if diagnosed correctly, and 
treated early and adequately. 

331 Eighth Street. 

DISCUSSION 

Oca BringMan, M.D. (University of California Hospi- 
tal, San Francisco).—For many years it has been the high 
desire of those of us concerned with various human prob- 
lems to find some one basic cause which could be attacked 
in order, at one stroke, to eliminate such problems as feeble- 
mindedness, crime, and mental disorder. Lombroso felt 
that he had hit upon such a fundamental cause in develop- 
ing his theories of degeneracy. From time to time other 
panaceas have been advanced. Now endocrinology, still to 
a large extent in its very experimental stage, is perhaps a 
refuge for the very optimistic. What may be accomplished 
in the future by endocrine therapy can scarcely be predicted 
with any scientific accuracy, but some of us who have seen 
the complete failure of such treatment in scores of cases 
of mongolian imbecility, and have been disappointed in the 


use of thyroid therapy even in apparently clear cases of 
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childhood myxedema, tend perhaps to be too pessimistic. 
It may be true that all maladjustment is primarily endo- 
crine, but there are many other contributing causes of a 
social and psychological sort on which we must work, 
pending the discovery of any proved first cause. 


* 


E. Kost SHELTON, M.D. (921 Westwood Boulevard, 
Los Angeles).—Volumes could be written, in fact some 
have been written and very badly, on glands and person- 
ality. Suffice it to say, that those which I have read, in- 
cluding the article by Doctor Spalding, put too much 
emphasis on the glands of internal secretion as the direct 
cause of the personality pattern of the child. 


Everyone will concede, in this day and age, that the 
pituitary is the regulator of numerous physiologic func- 
tions; but to predict just how many abnormal behavior- 
istic leanings can be attributed to dysfunction of this organ 
per se, is a hazardous guess. It has always appeared strange 
to me that those suffering from demonstrable pituitary 
disorder, or whose pituitary dysfunction has been verified 
at autopsy, appeared to show the least change in personality 
pattern. To me the abnormal behaviorisms incident to tall- 
ness in girls, shortness in boys, genital hypoplasia, obesity, 
extreme thinness, etc., while real, are somatopsychic in- 
feriorities, for which children compensate in various ways, 
mostly badly, rather than the result of hormonal imbal- 
ance. per se. Some children compensate atrociously for 
these unsightly mechanisms, but I have never found a pill 
or a shot which would cure them without also some sensible 
psychologic readjustment. This treatment is frequently 
applied subconsciously by the physician during his course 
of physical rehabilitation. 

Almost every day, when handling a large volume of 
work of this nature, one sees children with severe consti- 
tutional inferiorities, minor birth injuries, developmental 
cerebral defects, children with doting, foolish mothers or 
improvident fathers, who are being treated for their mental 
quirks with various endocrine products, especially new 
pituitary preparations that are sometimes in a very in- 
adequate form and dosage. 


Doctor Spalding’s paper shows sincerity of purpose, and 
no doubt she knows all of these things, selects her patients 
carefully, and treats them well; but many busy prac- 
titioners whom this article will reach know little of the 
subject and thirst for knowledge. I am afraid that her 
article, interpreted dogmatically, would encourage rather 
than curtail the present indiscriminatory practice as re- 
gards the endocrine treatment of abnormal behaviorisms 


of the child. 


ABDOMINAL ABSCESSES: THEIR 
TREATMENT 


By Tuomas O. Burcer, M.D. 
AND 
Harowp C. Torsert, M.D. 
San Diego 
Discussion by Robert A. Scarborough, 


Francisco; Bon O. Adams, M.D.., 
O’Hara, M.D., San Diego. 


NY method which promises to reduce the 

mortality from infections of the peritoneum 
deserves the attention of every surgeon. The pur- 
pose of this paper is to call attention to certain 
precautions in the treatment of abscesses in and 
adjacent to the abdominal cavity. The procedures 
to be described are not new,' but are so generally 
neglected, and in our hands have proved so potent 
in saving life, that it is felt worth while again to 
bring them to the attention of all surgeons. 


M.D., San 
Riverside; Joseph J. 


TWO TYPES OF LOCALIZED ABSCESSES 


Two general types of localized abscesses may be 


recognized: (1) Those following an inflammation 
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of the peritoneum, either local or general, and 
(2) those formed extraperitoneally. Examples of 
the first class are the ordinary appendiceal abscess, 
pericholecystic and pelvic abscesses, and those fol- 
lowing slowly perforating peptic ulcers. Pancre- 
atic, retrocecal and broad ligament abscesses are 
common examples of the second type. 


PATHOLOGIC BACKGROUND 


A knowledge of the pathologic processes involved 
is the first step in evolving proper methods of 
treating these lesions. The review given here is 
taken almost verbatim from Hertzler’s monograph 
on surgical pathology of the peritoneum.? When 
infection begins in an organ covered by the peri- 
toneum, the latter immediately initiates a series of 
defensive measures. The serosa becomes hyper- 
emic for a considerable distance beyond the site of 
infection, and a fibrinous exudate appears on the 
surface. This is ready to adhere to adjacent sur- 
faces, and usually with the aid of the omentum, 
which becomes plastered down over the site of the 
lesion, the infected area is walled off. Following 
the formation of this confining wall, the hyperemia 
beyond the immediate region of the abscess lessens ; 
the exudate on the peritoneal surface and about the 
vessels is absorbed, and the peritoneum, except 
that part actually concerned in the formation of 
the abscess, returns to normal. In other words, 
that part of the peritoneum not concerned in the 
walling-off process is no longer in a state of de- 
fensive reaction. 

If, now, the abscess is opened through the peri- 
toneum either by the surgeon or by spontaneous 
rupture, pus flows over unprotected peritoneum. 
It is evident that the rational method of dealing 
with these lesions is to drain them extraperitoneally. 
In many abscesses, notably those occurring retro- 
cecally and in the cul-de-sac, this can be done at 
once with comparative ease. In the remaining cases 
where the abscess is so located that it is impossi- 
ble to avoid opening the peritoneum to get at it, a 
simple two-stage procedure will secure the same 
effect. 

LOCALIZED ABSCESSES OF ABDOMEN 


A large proportion of the localized abscesses of 
the abdomen occur following rupture of acutely 
inflamed appendices. This complication is particu- 
larly frequent following retrocecal appendicitis. 
The usual procedure is for the surgeon to make 
either a McBurney or right-rectus incision and tear 
away the adhesions. He then either removes the 
appendix and drains the abscess, or perhaps con- 
tents himself merely with draining the abscess. It 
really makes little difference, because in either event 
20 to 50 per cent of his patients will die. Of course, 
he drained the abscess—and the drain cleared out 
a little channel not more than one centimeter in 
diameter surrounding the drain. 


RETROCECAL ABSCESS 


When for any reason the surgeon suspects the 
presence of a retrocecal abscess, the proper pro- 
cedure is to begin the incision just over the crest 
of the ilium. The incision may then either be 
carried forward, close to the ilium anteriorly, or 
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extended posteriorly, as for work on the lower 
ureter, as point-tenderness during palpation of the 
abdomen shall have indicated. Care should be taken 
to stay retroperitoneally until the abscess is ap- 
proached. If there is any doubt that it has been 
reached, a large caliber needle may be used to 
demonstrate the pus cavity, which may then be 
opened by blunt dissection. If the appendix can 
be easily palpated, it should be ligated and re- 
moved, Otherwise, it is advisable to limit the oper- 
ation to drainage of the abscess. 

Occasionally one will suspect an abscess of this 
type but, on exploration, it will be found to be 
wholly within the peritoneal cavity. In such cases, 
the incision should be extended anteriorly, the peri- 
toneum opened, and with one finger retroperi- 
toneally and one finger in the abdomen, the abscess 
may be definitely located and retroperitoneal drain- 
age instituted without soiling the peritoneum. 

UNSUSPECTED ABSCESS 

If, however, the surgeon has not suspected the 
presence of an abscess in advance and has made 
the usual gridiron or right-rectus incision, a some- 
what different technique may be used. Every at- 
tempt should be made to avoid rupturing the 
abscess. The surgeon should content himself with 
placing a vaselin gauze drain down to the wall of 
the pus cavity, at the point nearest the surface, In 
a few days a protective wall of adhesions will be 
formed about the drain, constituting a pus-tight 
tube leading to the surface. The drain may then be 
withdrawn and the abscess opened with a hemostat 
or the finger. In many cases this will not be neces- 
sary : the drain will have adhered to the wall of the 
abscess cavity, which will rupture spontaneously 
into the drainage tract. 

This two-stage technique is applicable to practi- 
cally all abdominal cavity abscesses, the location of 
which makes one-stage extraperitoneal drainage 
impossible. We have used the method successfully 
to treat abscesses following rupture of intestinal 
diverticula, and those due to slow rupture of peptic 
ulcers. It also affords a fairly satisfactory method 
of dealing with abscesses which are completely 
retroperitoneal but which, because of their location, 
are difficult to drain extraperitoneally, such as those 
following infection of the pancreas. 


The two-stage technique is particularly valuable 
in treating abscesses remaining after partial re- 
covery from general peritonitis. Here the precari- 
ous condition of the patient, already weakened by 
a long and serious illness, makes a second infection 
of the general peritoneal cavity a matter of the 
gravest import. Seventy-five per cent of such pa- 
tients will surely die if drainage is attempted trans- 
peritoneally. This mortality can be reduced to 
between 10 and 25 per cent if the draining is per- 
formed in two stages. 


COM MENT 


A final word of caution is perhaps necessary. 
Locate your abscess and place your drains without 


too much curiosity as to the original source of the 
infection. 
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In a series of thirty-seven cases of retrocecal 
appendiceal abscess in which either immediate 
extraperitoneal drainage or the two-stage oper- 
ation was employed, we had no deaths. In five of 
the cases the appendix was found, ligated, and 
removed. Two of the remaining patients had to 
be operated upon a second time, one for a per- 
sisting fecal fistula through the stump of the un- 
removed appendix, and the other for a second 
abscess. Not only was the mortality zero in this 
series, but in practically all cases the postoperative 
course was smooth and convalescence rapid. 


SUMMARY AND CONCLUSIONS 


1. The pathology of localized abscesses in the 
abdominal cavity is briefly reviewed. 

2. Extraperitoneal drainage of such abscesses is 
easy to do in. some, but. requires a two-stage pro- 
cedure in others. 

3. A two-stage operation is described for use 
in locations where primary extraperitoneal drain- 
age is difficult or impossible. In the first stage, 
gauze drains are placed down to the wall of the 
abscess, with closure around the drain. Two to 
four days are then allowed for formation of a 
protecting wall of adhesions about the drain before 
the latter is removed and the abscess opened at the 
second stage. 

4. Ina series of thirty-seven cases of retrocecal 
appendiceal abscess drained by either the primary 
extraperitoneal or the two-stage method, there was 
no mortality. The postoperative course in all but 
two of these patients was entirely uneventful. 

5. It is concluded that the mortality from local- 
ized abdominal abscesses can be materially reduced 
by the use of either primary extraperitoneal drain- 
age or the two-stage method of forming an extra- 
peritoneal drainage channel. 

2120 Fourth Avenue. 
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DISCUSSION 

Ropert A. ScarsoroucH, M.D. (Stanford University 
Hospital, San Francisco).—Doctors Burger and Torbert 
are to be commended upon their presentation of a method 
for extraperitoneal drainage of abdominal abscesses which 
should be an efficient weapon in the armamentarium of 
the abdominal surgeon. Its application, however, to the 
appendiceal abscess, and in particular to the retrocecal ap- 
pendiceal abscess, warrants critical analysis. 

In order more competently to dissent from some of their 
statements, I have carefully reviewed the forty-four cases 
of appendicitis with rupture and local or generalized peri- 
tonitis that have been treated in the Lane Hospital clinic 
of the Stanford Medical School and in my own practice 
during the past eight years. In twenty of these cases the 
appendix was entirely retrocecal. 

The general principle of treatment in this series of cases 
has been immediate operation through a McBurney in- 
cision, removal of the diseased appendix, if this could be 
readily accomplished, drainage to the site of localized ab- 
scess formation if the pus had a distinct odor; or, if a 
stained smear of the pus showed more than occasional bac- 
teria, drainage of the wound to the peritoneum only in 
cases of diffuse peritonitis, and in cases in which the pus 
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was odorless and showed only occasional or no bacteria in 
a stained smear. In no case was the authors’ method of 
extraperitoneal or delayed two-stage drainage applied. 

Careful comparison of this series with that of the authors 
does not convince me that the application of their method 
to cases of retrocecal appendiceal abscess is of great value, 
and it appears even to have certain disadvantages. 

In the authors’ series of twenty-eight cases there have 
been no deaths. In our series of twenty cases there have 
been no deaths, a contradiction of the authors’ figures of 
an expected mortality of 20 to 50 per cent. In both series 
the “postoperative course was smooth and convalescence 
rapid.” In the authors’ series only five out of twenty-eight 
had the guilty appendix removed at the time of operation. 
The other twenty-three patients presumably should have 
returned for subsequent appendectomy. In our series seven- 
teen out of twenty had the appendix removed at the time 
of operation. One patient returned for interval appendec- 
tomy five months later, one delayed eleven months, and 
returned during another attack of uncomplicated acute 
appendicitis for appendectomy, and the third patient has 
not yet returned. 


Further analysis of our twenty cases shows that ten had 
appendiceal abscesses localized entirely extraperitoneally, 
and might conceivably have been drained by the authors’ 
method. But in the other ten cases, although the appendix 
was entirely retrocecal, the infection, proved by culture, 
had spread to a greater or less extent into the general peri- 
toneat cavity. Clinical differentiation of the two types 
could not be made. 


The point to be stressed is not the placing of drains which 
we know cannot drain the general peritoneal cavity, but 
the immediate removal of the source of further gross con- 
tamination so that the peritoneum itself can cope with the 
already existing infection. Any delayed method of drain- 
age fails to accomplish this object. 


A word of comment seems justified also upon the twenty- 
four other cases of nonretrocecal appendicitis in our series, 
with rupture and varying degrees of extension of peri- 
toneal infection. Three deaths have occurred, all in patients 
with a generalized peritonitis in whom there was found, at 
operation, no effort whatever on the part of the omentum 
or viscera to wall off the infection. One of these patients 
died on the sixty-second postoperative day, and at autopsy 
was found to have had a thrombosis of the splenic vein 
with a septic infarct of the spleen and pyelonephritis. The 
peritonitis had entirely subsided. One patient died very 
suddenly eight hours after operation, presumably from an 
embolus. The third patient was operated upon on the four- 
teenth day of illness, and died on the twelfth postoperative 
day. Autopsy revealed an acute generalized peritonitis. 


The operative mortality in the forty-four cases of ap- 
pendicitis with rupture and all degrees of spread of peri- 
toneal infection was 7.5 per cent. I do not believe this 
figure is exceptionally low. It would seem to bear out the 
contention that the continued high death rate from ap- 
pendicitis is attributable not nearly so much to any failure 
of surgical technique, but much more to delay on the part 
of the patient with abdominal pain in calling his doctor, 
and delay on the part of the doctor in diagnosis and insti- 
gation of surgical treatment. It is the latter that must 
concern us most deeply. If and when the recognition of 
acute appendicitis can be improved and immediate surgical 
intervention employed, then and then only will there occur 
an appreciable drop in the mortality rate of this disease. 
The important factor is not the mortality in cases of ap- 
pendicitis with rupture, but the high percentage of cases 
of appendicitis which are allowed to rupture. 


* 


Bon O. Apams, M.D. (Mission Inn Rotunda, River- 
side).—Doctors Burger and Torbert have given us a very 
valuable method of treating certain classes of abdominal 
abscesses of difficult approach. They have reviewed the 
classification of abdominal abscesses with relation to their 
probable origin; as to peritoneal covered viscera; and as 
to approachability. They have shown that nature very 
deftly blocks off subjacent areas when an abscess is form- 
ing. This blocking-off process she does by creating an 
inflammatory area with plastic exudate, both choking off 
by adhesions and by “water logging” lymphatics, thus pro- 
tecting neighboring areas and distant parts. 
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The doctors have very cleverly come to nature’s aid 
when the abscess is so situated as to make its direct drain- 
age difficult or dangerous to the general peritoneal cavity, 
and so to life. They have taken their cue from nature and 
extended her process by using vaselin gauze to induce 
adhesions, and lymphatic blocking instead of the plastic 
exudate and lymphatic water-logging and omentum which 
nature so valiantly throws about abdominal abscesses of 
whatever origin to protect the organism. 

The authors have made a very valuable contribution by 
indicating a method of extending the protective process of 
blocking off dangerous and easily susceptible tissues in 
these abscesses that are not readily accessible without 
danger of contaminating subjacent tissues. 

My friend, Dr. W. E. Gardner of Riverside, uses 1-1090 
acriflavin gauze in a two-stage suprapubic prostatectomy 
operation to block the lymphatics of all tissues along the 
drainage tract. This gauze is packed into the first-stage 
wound down to the bladder wall and left for two to three 
days, when the gauze is removed, and the second stage of 
opening the bladder and removal of the gland is completed. 

These conservative procedures are the development of 
mature surgical judgment, and are based upon well-estab- 
lished laws of tissue autoprotectability. Their employment 
will lead to the reduction in mortality statistics in a very 
hazardous class of cases. 


Josepu J. O’Hara, M.D. (233 A Street, San Diego) .— 
Only complete agreement with the authors is possible in 
their conclusions that the mortality in abdominal abscesses 
is greatly decreased if extraperitoneal drainage is used. 

I wish to add that I am sure that if a careful follow-up 
of all patients who have survived drainage of abdominal 
abscesses were made, it would be found that those 
patients in whom well-planned extraperitoneal drainage 
was used have far less difficulty later with troublesome 
adhesions and intestinal obstruction. I feel that a great 
many of the mechanical postoperative obstructions that we 
are operating upon are due to previous general peritoneal 
drainage. 


I think most of us dislike two-stage operations and pro- 
cedures that may require two separate incisions, as well 
as a procedure that has not satisfied us as to the actual 
origin of pus; the authors have outlined a treatment that 
disregards these feelings, but from their report it has cer- 
tainly been very beneficial for their patients. 


CRITICAL DECISIONS IN CATARACT 
SURGERY * 


By Harotp F. WHacman, M.D. 
Los Angeles 
Discussion by Dohrmann K. Pischel, M. D., San Fran- 
cisco; Otto Barkan, M.D., San Francisco; Dewey R. 


Powell, M. D., Stockton; K. C. Brandenburg, M. D., Long 
Beach. 


He colleagues who are most stimulating to us 
are those who disagree with us. It is they whose 
ideas we should ponder, not that we may be con- 
verted by them, but that, in the light of their 
certainties, we may search out the basis of our own. 
We dignify by the name of beliefs a jumble of 
traditions and superstitions which need to be sub- 
jected to the careful scrutiny of scientific methods. 
Spurred by some skeptic, we finally sort out the 
grain from the chaff. 

With this thought in mind the essayist has the 
temerity to present some ideas regarding the de- 
cision to operate several types of cataract. 

The subject does not lend itself to statistical 
study, so that no statistics will be presented; but 
certain specific examples will be cited. 


” 


* Read before the Eye, Ear, Nose and Throat Section 
of the California Medical Association at the sixty-sixth 
annual session, Del Monte, May 2-6, 1937. 
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CONGENITAL CATARACT 


Early surgery in congenital cataract depends on 
whether the condition completely obscures the 
vision, or whether the opacity is limited to the poles 
or nucleus. When complete it is best to operate as 
early as possible, even in the third month because, 
if delay ensues, central fixation will not develop 
and an ocular nystagmus will result. 

In the incomplete cases the operation may be 
postponed for a considerable period of time, even 
into childhood. 

Whenever operation is considered during the 
first year of life, it is advisable to take an x-ray 
plate of the chest to determine the presence of a 
persistent thymus gland before a general anesthetic 
is administered. Although a small thymus gland 
may be hyperactive, just as in a case of hyperactive 
thyroid gland, nevertheless one can at least de- 
termine the presence of an enlarged gland and, 
furthermore, the taking of the x-ray picture is 
sufficient to have some therapeutic effect upon the 
thymus itself. The anesthesia required, of course, 
need be only very brief, as the operative procedure 
itself is short. Even a local anesthetic can be used 
in these tiny mites. 

In congenital cataract, of course, the needling 
operation is the one of choice, as it can be swiftly 
done, and autolysis will result, 


UNILATERAL CATARACT 


In connection with senile cataract, the surgeon is 
frequently confronted with the decision of whether 
or not to operate a unilateral cataract which has 
reached maturity. 

In the first place, it is generally agreed that there 
is an optimum time to operate a cataract, and that 
is when it is matured. It is not desirable to wait 
until it has gone into a state of hypermaturity, 
where the percentage of good results is reduced 
thereby. 

Removal of unilateral cataract offers the ad- 
vantage of increasing the field of vision on the 
operated side, which is very important in these days 
of heavy pedestrian and vehicular traffic. I have 
never seen a case so operated that could not become 
accustomed to the visual disturbance that at first 
results from the disparity of images received upon 
the retina, provided the eye is not fitted with a full 
correction. 

Thirdly, should there be a beginning cataract in 
the opposite eye, it is highly desirable to remove the 
mature cataract before the fellow eye becomes 
mature; because, when a patient is allowed to 
become totally blind, he neglects himself and be- 
comes a less favorable physical risk thereby. 

He also becomes psychologically a poorer risk. 
When the matured cataract has been removed, and 
there is a beginning cataract on the other eye, the 
patient feels that it can take its time getting ripe 
without any concern on his part. 

There is also the cosmetic standpoint to be con- 
sidered. A stary white pupil can be a source of 
social embarrassment and an economic liability. 


COMPLICATED CATARACT 


What shall be done, then, with complicated cata- 
ract? When it is known that systemic disease, 
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such as arteriosclerotic retinitis, healed albumin- 
uric retinitis or diabetic retinitis, or other forms 
of chorioretinitis pathology, exists, the patient s 
entitled to whatever vision can be offered by virtue 
of a cataract extraction, even though this be of a 
very low acuity. The ability to percetve form alone 
is not only encouraging, but is valuable to the 
However, one must emphasize to patient 


atient. ici 
patie anticipated. 


and relatives the limited results to be 

Liquid vitreous need not deter one yore 
forming cataract extraction, as the loss of liquic 
vitreous is a much less serious matter than loss of 
normal vitreous. Many of these patients will retain 
useful vision for years, and since most of them 
are aged or infirm their life expectancy 1s not gt eat 
anyway. 

sais GLAUCOMA AND CATARACT 

One sees from time to time cases of glaucoma 
associated with cataract in which one cannot be 
sure which has occurred first. If the history is of 
failing vision of short duration, and the refraction 
has changed to indicate an increased refractive 
index of the lens, then the elevated intra-ocular 
tension is probably due to a swelling of the lens, 
and cataract extraction will be followed by a normal 
tension. In one such case the writer performed a 
preliminary trephine operation in one eye which 
proved to be unnecessary, as the tension came to 
normal in the second eye following cataract ex- 
traction. 

TRAUMATIC CATARACT 

When traumatic cataract is the result of a pene- 
trating injury and the lens is extensively injured, 
it seems best to remove as much of the lens sub- 
stance as possible immediately upon seeing the 
case provided not more than twenty-four hours 
have elapsed. After that time, and when a reaction 
has commenced in the eye, it is better to wait until 
the eye has quieted somewhat before attempting 
to remove lens substance. 

Dr. Edward Jackson has stated, in an editorial 
in the American Journal of Ophthalmology for 
December, 1935, that the chief value of two eyes 
is the service that one can render when the other 
is lost and, therefore, we should make every effort 
to save as much vision as possible in an injured 
eye. On the other hand, 2 per cent of pertorating 
injuries of the eye result in sympathetic ophthalmia. 
Fifty per cent of these will get well. Although the 
risk is considerable when one realizes that with 
sympathetic ophthalmia both eyes may be lost, yet 
one never can tell when an injured eye which has 
been salvaged may be the only eye that the patient 
may have some time in his life because of some 
unfortunate mishap to its fellow. 

DINITROPHENOL CATARACT 

Since within the past eighteen months we have 
been called upon to make decisions regarding a new 
type of cataract requiring special consideration, | 
wish to mention some points in connection with 
dinitrophenol cataract. 

Dinitrophenol cataract should be observed as 
early as it is possible to see the patient, watching 
the eye closely for signs of increased intra-ocular 
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tension and acting to remove the lens when this 
occurs. It is true that some of the swelling of the 
lens will subside, but it is too dangerous to wait 
until this occurs, as an acute glaucoma may develop 
as a result, and I have seen one eye entirely lost, 
requiring enucleation as a result of complications 
which set in because it became an acute emergency 
situation. 

When intra-ocular tension remains approxi- 
mately normal, there is no great hurry about surgi- 
cal intervention ; but one should be guided by the 
extent to which the patient is incapacitated and, if 
possible, wait until certain disintegrating changes 
have taken place within the lens. In most patients 
under forty-five years of age, the embryonic suture 
lines will eventually be seen to be split wide open, 
and at that time one can perform a linear ex- 
traction without difficulty. The closer the patient 
approaches the age of fifty the less this can be done 
with facility, and the remainder of the cases oper- 
ated should be done by the extra-capsular method. 
Intracapsular extraction is never advisable, because 
the zonule is usually resistant, while the capsule in 
these cases is particularly fragile, and one will not 
be successful in a large percentage of attempts. 
Furthermore, in every instance of dinitrophenol 
cataract that the author has had the opportunity 
to see, there has been an increased posterior seg- 
ment pressure which makes one feel the need of 
the protection offered by the barrier composed of 
zonule and posterior capsule of the lens. 

727 West Seventh Street. 


DISCUSSION 

DourMANN K. Piscuer, M.D. (490 Post Street, San 
Francisco).—In regard to congenital cataract, I believe 
that we all agree it is advisable to operate early so that the 
macula will develop, but not all will want to operate as 
early as the third month. Some might want to wait until 
one year. It would not be wise to wait longer. There are 
several conditions favoring early operation. The youngster 
is so small that he is easily controlled, takes an anesthetic 
easily, and postoperatively lies quite still. These are all 
advantages. 

As to the operation itself, some would prefer a linear 
extraction where a lens is entirely opaque. By this means 
practically all the lens matter can be removed at once, and 
the convalescence is short. The annoying iritis, which fre- 
quently accompanies needling as well as any possibility of 
secondary glaucoma, is avoided. 

In regard to unilateral cataract, I believe we must all 
agree with Doctor Whalman that it should be operated 
upon when mature, to prevent its progressing to hyper- 
maturity. I feel that the difficulty of a cataract extraction 
is so much increased by this condition that the probability 
of success is greatly lessened. Furthermore, hypermature 
lenses are apt to become dislocated with all bad conse- 
quences of this condition. 


The annoying postoperative diplopia, mentioned in the 
textbooks, is very rare indeed, although when present may 
be very distressing. On the other hand, I have had a pa- 
tient who was only satisfied when he was wearing full 
correction of the aphacic eye, together with proper glasses 
over the unoperated eye. 

Aside from the complicated cataract with fundus lesions 
mentioned by the author, is the cataract with healed cyclitic 
changes. Here, with many posterior synechia and thick- 
ened capsule, the intracapsular operation is the one of 
choice. But just when to operate is the more difficult ques- 
tion to answer. If vision is so poor as not to be useful, 
one can operate after the eye has been quiet six or eight 
months. When there is still quite useful vision left. the 
question comes up of operating with the possibility of im- 
proving the vision, on the one hand, or of stirring up a 
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devastating inflammation on the other. Here each case will 
have to be settled on its own merits. 

In glaucoma with cataract, one should keep in mind the 
glaucoma stirred up by the flaking off of the anterior lens 
capsule, the “glaucoma capsulaire” of Vogt. 


Under traumatic cataract, Doctor Whalman gives a 
rather high percentage of sympathetic ophthalmia. I have 
always felt that it was very rare, and this seems to be also 
borne out by the literature. However, the statistics on this 
subject are very variable, because few authors have had 
a chance to see a large number of cases. While many men 
go through a life’s practice without encountering this dis- 
tressing disease, it is just as well to have it always in mind 
so that one will not be caught unawares when such a case 
appears. 

In regard to cataracts resulting from the use of dinitro- 
phenol, I merely wish to report that a few weeks ago at 
Stanford Eye Clinic a patient was operated upon for just 
such a cataract. Apparently, the era of dinitrophenol cata- 
ract has not as yet ended. 


Otro BarKAN, M.D. (490 Post Street, San Francisco). 
Most of us are, I think, agreed that more or less complete 
congenital cataracts, when present in both eyes, should be 
operated within the first few months of life. The choice of 
operation is still an open question. I should be interested 
to know Doctor Whalman’s opinion of the relative merit 
of linear extraction, making the incision well within the 
cornea and very oblique, after a subconjunctival injection 
of adrenalin. The exquisite friability of the infant iris 
should be born in mind, and that the pupil is often difficult 
to dilate in this type of case. 


we 


Dewey R. Powett, M.D. (242 North Sutter Street, 
Stockton).—We are indebted to Doctor Whalman for 
bringing before us this ever interesting problem of what 
course to follow in certain types of cataract. 


The title, “Critical Decisions in Cataract Surgery,” is 
most apt, as both the fate of the eye and the peace of mind 
of both patient and surgeon depend on the wisdom of the 
course adopted. In his opening sentence, Doctor Whalman 
invites discussion through disagreement, but I find myself 
quite in accord with the procedures outlined and can only 
concur in the decisions arrived at, except in the question 
of the treatment of unilateral cataract. I am fully aware of 
the oft-quoted dictum of Knapp, “Get all the vision you 
can when you can,” and I know that the usual advice given 
is to operate. If there is a beginning cataract in the other 
eye, there can be no question as to the advisability of oper- 
ation, but if there is normal vision in the good eye, I am 
very hesitant about suggesting any removal of the cata- 
ractous lens. 


I have had two patients who, in spite of correct post- 
operative vision of 20/30 and 20/20, respectively, had such 
confusion due to inability either to fuse the unlike images 
or suppress one of them that they only had comfort when 
one eye was covered. This was true with only a weak cor- 
rection on the operated eye and even without a correction. 
This disparity of images was so annoying that I have since 
followed the custom of watchful waiting in cases of uni- 
lateral cataract with normal or nearly normal vision in the 
other eye. The situation is explained fully to the patient, 
who is asked to report for regular check-up examinations 
so that any new developments can be appropriately met. 
In all other decisions, I am in accord with the essayist. 


K. C. Branpensurc, M.D. (110 Pine Avenue, Long 
Beach).—We are indebted to Doctor Whalman for his 
presentation of the affirmative side of the question, when 
to operate. Most of us are aware of a number of reasons 
which may well decide us against operation in the cases 
which Doctor Whalman feels should be submitted to sur- 
gery. These considerations are not only of a purely oph- 
thalmic nature, but are physiologic and economic as well. 


The skill of the operator, as reflected in his results, must 
also be a determining factor in deciding whether the prob- 
able benefits will outweight the risks which are an inevi- 
table accompaniment of all surgery. 
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AS A PHARMACIST VIEWS THE PROPOSED 
CALIFORNIA HUMANE POUND LAW * 


By James J. Boye 
Los Angeles 


mT HE prejudices against animal vivisection remain 
one of the most serious obstacles to the progress 
of medicine, surgery, and pharmacology. 

The Humane Pound Law being sponsored as an 
Initiative on the November, 1938, ballot will aid 
to intensify that prejudice. 

To the general public the “Humane Pound Law” 
is a misnomer. The sponsors should come out in 
the open and call the Initiative by its proper name, 
“Antivivisection Act.” The mothers and fathers 
of California must be warned of this deception of 
an apparently harmless title. 

We pharmacists have witnessed before now 
many attempts to regulate, control and perhaps 
prevent the advancement of research in medicine. 
A similar proposal appeared on the ballot in 1922. 
It was defeated overwhelmingly. At each succes- 
sive session of the California Legislature, except 
1937, attempts were made to compel the Legis- 
lature to pass such a law. Every conceivable 
method known to modern lobbying was used; 
money was spent freely, threats and intimidations 
were employed, but the Legislature, in its wisdom, 
saw otherwise. 

Should this proposed Initiative Act become the 
law of California, the education of pharmacists and 
of physicians and scientists would be superficial. 
Our knowledge of metabolism, the physiology of 
the digestive tract, came largely through animal 
experimentation and research on dogs. 

Bacteriology, part of a pharmacist’s education, 
is most essential to us if we are to continue to 
perform as the physician’s right-hand man. The 
appreciation of the theory of immunology is es- 
sential in our daily work of dispensing serums and 
vaccines. 

We are only too familiar with the noble results 
shown by public health records of the value of 
diphtheria, typhoid, scarlet fever, antitoxins, and 
antirabic inoculations, as well as the vaccines of 
smallpox and tuberculins. We are the guardians 
of biologics, kept under proper refrigeration, sub- 
ject to emergency calls from physicians, night and 
day. 


Antivivisectionists might well pause for a mo- 
ment and give thanks that animal experimentation 
has saved the lives of thousands of children against 
infectious and contagious diseases. Yes, and also 
saving the lives of their pets as well. 


We, as pharmacists, appreciate the economic 
saving to the nation that insulin has been the means 
of effecting. Since the discovery of insulin, men, 
women, and children are assured of a normal span 
of life. Diabetes is no longer the dreaded, incurable 
disease we formally knew. Insulin research has 


*Read at a joint meeting of the Los Angeles County 
Medical Association and the Southern California Retail 
Druggists Association at Los Angeles on March 17, 1938. 

See also editorial comment, on page 236. 
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played a dramatic part in this economic saving, due 
through experiments on dogs. Daily it is my 
pleasure to dispense insulin to many prominent and 
active citizens whose families would suffer not only 
an economic loss, but companionship and love for 
many years to come, did we not possess this benefi- 
cent research discovery. 

Materia medica is a much different subject to- 
day than when I studied pharmacy. We pharma- 
cists discuss many new potent drugs with our 
physicians. Without animal experimentation these 
new potent and specifics would not be available. 
Local anesthetics, digitalis derivatives, and heart 
problems are now fairly well controlled because of 
proper standardization. Chenopodium has done its 
part in the elimination of hookworm. Viosterol 
and our vitamins A, B, C, D, G, and K, are today 
household words given to parents by the pedia- 
tricians. Rickets, malnutrition, and dental prob- 
lems are daily solved and, here again, largely be- 
cause of animal standardization. Parents expect 
the pharmacist to guide them intelligently in their 
selection of vitamin products. 


The pituitary extracts—Are we to be denied 
their continued use? For only through animal ex- 
perimentation can the flow of such essential drugs 
pass from our great pharmaceutical laboratories, 
hospitals, and pharmacies to mothers, guaranteeing 
safe childbirth. I can well recall when the strengths 
of pituitary extract on the market varied from a 
ratio of one to eighty ; what a sigh of relief, there- 
fore, must come to every physician and pharmacist 
on dispensing potent drugs today, which, because 
of research on lower animals, standardization is 
much more exact. 

Pharmacists look with optimism into the practi- 
cally unknown field of endocrinology. Perhaps 
today we are facing a world of marvelous dis- 
coveries yet to be found. Our position in this field 
is comparable to chemistry about one hundred years 
ago. Only through animal experimentation can we 
continue to explore this most fascinating field of 
medicine that has given us the estrogenic products 
and the various glandular substances and extracts 
with which the pharmacist, as well as the physician, 
must now familiarize himself. 

If we are to eradicate cancer, man’s most per- 
plexing disease, it will be accomplished, in part, 
through animal experimentation. Certainly it is not 
the intention of many of the most intelligent, but 
misguided citizens, to lend a hand at blocking this 
humane study. Surely, this group do not ask that 
cancer be eradicated only by experiments on their 
brothers and sisters. 

We pharmacists have joined hands with the phy- 
sician, research workers, and public health officials 
in spreading the gospel of health through construc- 
tive educational programs, based on facts of ac- 
complishment. The lives of the pharmacist, Pas- 
teur, and the physician, Jenner, still remain, and 
should continue, for all of us, guiding stars in over- 
coming disease in both human beings and the lower 
animals. 

331 C. C. Chapman Building, 756 South Broadway. 
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PROPOSED CALIFORNIA HUMANE POUND 
LAW : HOW IT WOULD AFFECT MEDICINE 
AND PHARMACOLOGY * 


By Cuiinton H. Turenss, M.D. 
Los Angeles 


Discussion by Fred B. Moor, M.D., Los Angeles. 


Si WitiiaM Os-er makes the statement that, 
in the more than two thousand years from 
Hippocrates to Jenner, less was done to emanci- 
pate medicine from the routine and thraldom of 
tradition than was accomplished in the second half 
of the nineteenth century by experimental medi- 
cine. The Hippocrates to Jenner era was one of 
observation of uncontrolled phenomena of disease. 
The era since has been characterized by the rise 
of the experimental method, so ably championed by 
Claude Bernard seventy-five years ago. What is 
the experimental method? It is the method of the 
controlled testing of scientific concepts. The experi- 
mental method in medicine requires living beings ; 
that means animals or human beings. Surely, the 
life or liberty of neither animal nor human being 
may justifiably be placed in jeopardy unless, by so 
doing, many more animals and human beings are 
benefited, and to a great degree. Is this the case? 


KNOWLEDGE OF LIVING TISSUE ESSENTIAL 


First, let us consider the training of the student 
of medicine. As a practitioner, he must deal with 
living tissues. One of the best preparations for this 
is to learn what living tissue is. To this end he is 
trained by means of experience with living animals. 
And the student must learn the mechanisms of drug 
action. Such functions and mechanisms cannot be 
taught on the human being nor upon dead men or 
dead animals, but must be learned through ana- 
lytical studies on living animals. Such analytical 
studies usually require operative or painful pro- 
cedures. Hence, the animals are anesthetized to 
prevent such pain. If for no other reason than to 
create in the student a desire to relieve pain the 
teacher of medical science would see to it that the 
animal is spared unwarranted suffering. Medical 
education has advanced with great strides since, 
and largely because of, the introduction of the ex- 
perimental method in the teaching laboratory. The 
use of animals, then, is of great importance for 
the training of the doctors of the future. But the 
most impressive value of the use of animals in 
relation to medicine is in the study and control of 
disease. 


DIPHTHERIA’S DEATH TOLL, HAD THERE BEEN 
NO ANIMAL EXPERIMENTATION 


As examples, I wish to select but a few of many 
that might be chosen. Let us consider, first, diph- 
theria. Diphtheria has been largely a disease of 
children and, in its fatal form, a very painful and 
terrifying malady, with death by slow suffocation. 

In New York City, the average number of deaths 
per year from diphtheria during the seventeen 
years 1878 to 1894 was 144 per 100,000 popu- 

* Read at a joint meeting of the Los Angeles County 


Medical Association and the Southern California Retail 
Druggists Association in Los Angeles on March 17, 1938. 


See also editorial comment, on page 236. 
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Fig. 1.—Diphtheria mortality 1,000,000 per year (by years). 


lation. In 1894, the antitoxin laboratory was é¢stab- 
lished in the city. From 1895 to 1911, which is the 
first seventeen years after the institution of anti- 
toxin treatment, the yearly average number of 
deaths was but fifty-four.* Chart 1 indicates the 
trend during these years. Since 1911 the trend has 
continued downward, due to more widespread use 
of antitoxin, earlier diagnosis and immunization of 
school children ; and, according to Park,* the figure 
for New York City not long ago was but four per 
100,000. All writers consulted state that the mor- 
tality among cases treated during the first day of 
the disease is nil, and that for all treated cases it 
is less than 9 per cent, while of cases which do not 
receive antitoxin, over 30 per cent die. 


This remarkable decrease in diphtheria mortality 
would have been impossible without animal ex- 


perimentation which made the discovery of anti- 
toxin possible, and, furthermore, the preparation 
of antitoxin today would be impossible without 
the use. of the laboratory animal, which is the 


source of the antitoxin. All antitoxins and anti- 
sera are prepared by injecting the toxin or vaccine 
into the laboratory animal, usually the horse, and 
the subsequent bleeding of the animal to secure the 
serum which contains the antitoxin. Anyone see- 
ing the sleek animals, living in animal luxury, from 
which blood is periodically drawn in the prepara- 
tion of the antitoxin, must admit that the animal 
shows not the slightest evidence of torture. 


RABIES: PASTEUR’S BENEFICENT SERVICE TO 
THE HUMAN RACE 


Another infectious disease conquered by animal 
experimentation and by the use of animals for the 
preparation of the medicinal material, is rabies 
(hydrophobia). In all my medical career I have 
seen but one case of human rabies. This was a 
child of eighteen months, whose pitiful condition 
left its image ineradicably in my memory. Figures 
2 and 3 show a young man in the terminal stages 
of rabies. In contrast to this is the instance of a 
medical colleague of mine who bears many scars 
from an encounter with a rabid dog, and who has 
escaped the horrible death by rabies because of 
the work of Pasteur. Before the institution of 
the Pasteur treatment, every medical student was 
familiar with the disease at first hand, because 
15 per cent of the victims of rabid dogs succumbed 
to the disease. Now the Pasteur treatment has re- 
duced the incidence of this universally fatal malady, 
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Fig. 2.*—Patient (rabies) in enclosed enclosure. 
graph taken in pause between two attacks. 
breathing, complete exhaustion.) 


Photo- 
(Difficult 


so that of over five thousand persons in New York 
City who have been bitten by infected animals, only 
twenty (0.4 per cent) have died.‘ 


Not only are thousands of human lives saved by 
antirabies treatment, but thousands of valuable or 
cherished dogs are yearly inoculated with the vac- 
cine either as treatment or as an immunization 
against hydrophobia. 

It is the lowly rabbit which supplies us with the 
Pasteur vaccine. The virus, which has been at- 
tenuated by passing through a series of rabbits, is 
inoculated into the final rabbit. After a certain time 
the rabbit is killed and its central nervous system 
is employed in the preparation of the therapeutic 
vaccine. 

Who is there among you who would care to 
weigh the life of a child or of an adult person 
against that of a rabbit? And who among you can 
call it cruelty to sacrifice the animals for such 
purposes ? 


. Fig. 3.*—Invalid during an attack of hydrophobia. Anx- 
ious, distressed expression of countenance, fixed gaze, 
divergent strabismus, laryngical spasm. 


* Figures 1 and 2 taken from monograph “Lyssa bei 
Mensch und Tier” by R. Kraus, F. Gerlach und F. Schwein- 
wore — by Urban und Schwarzenberg, Berlin and 

en, \ 
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Fig. 4. 
Fig. 4.—Diabetic child on 
treatment. 
*Fig. 5.—The same child as in Fig. 
treatment with insulin. 


Fig. 5. 
admission to the clinic before 


4, one month after 


DIABETES: ITS MORTALITY RATES IN FORMER 


AND PRESENT DAYS 


A third condition in which thousands of lives 
have been saved by animal experimentation is dia- 
betes mellitus. Most of you remember the pre- 
insulin days. Diabetes was one of the dreaded 
diseases. In the young it was rapidly fatal. Few 
children lived more than a year after the onset of the 
disease, and the average length of life of a twenty- 
year-old patient was two years or less. What miser- 
able folk they were : thin, weak, sallow, cold, hungry 
and thirsty, waiting for death (Figure 4). Today 
a diabetic can live a nearly normal life, except for 
the carefully adjusted diet and the daily injections 
of insulin. His life expectancy is almost that of a 
nondiabetic. This change in affairs has come about 
through animal experimentation and would have 
been impossible otherwise. 

In Figure 5 we see the same child as in Figure 4, 
just thirty-four days after insulin treatment was 
begun. The photograph shown in Figure 6 is of 
a group of children at a local diabetic Children’s 
Clinic in 1927. Today two of the girls are mothers, 
one of the boys is an assistant professor of chemis- 
try and, except for a boy who died of bone sarcoma 
and a girl who died of lung abscess, all are living 
useful lives. Without insulin, none of these chil- 
dren would be alive today.* 

The dog has been the only animal that could be 
transformed into a chronic diabetic for the careful 
study of the various factors in diabetes mellitus 
and for the study of the actions of insulin in the 
diabetic animal. 

You may say that we have now gained so much 
knowledge of diabetes that further sacrifice of ani- 
mals is unwarranted. But if the use of animals 
for scientific purposes were to cease, insulin stand- 
ardization would be impossible, for we have no 
chemical criteria for its assay. Thousands of rab- 


* We are indebted to Drs. Bertnard Smith and Howard F. 
West, of Los Angeles, for these photographs. 
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Fig. 6. 


Fig. 6.—Group of diabetic children (after treatment with 
insulin). Photograph taken in 1927. 


bits are necessary for the determination of the 
potency of the various batches of insulin prepared 
in this country. Insulin is a very potent material, 
and its dose must be accurately adjusted to the 
needs of the individual patient. Without standard- 
ization of potency, a patient might either be ex- 
creting large amounts of sugar, or be in a state 
of insulin shock. An overdose of insulin can be a 
very dangerous episode in the life of the diabetic 
patient. First judgment, then muscle control, then 
consciousness is lost, and convulsions supervene. 
Patients would not dare venture out of doors if 
they could not feel reasonably sure of a given 
volume of insulin solution producing a uniform 
effect. This uniformity of effect could not be with- 
out animal control of the insulin potency. 


SMALLPOX, LOCKJAW, 
SYPHILIS, 


BUBONIC PLAGUE, 
AND OTHER DISEASES 


I have mentioned but three of the triumphs of 
experimental medicine. I could tell you of the 
conquering of smallpox, lockjaw, plague, and syph- 
ilis ; of great advances in our knowledge of infantile 
paralysis, tuberculosis, and pneumonia. I could re- 
late recent experiments which seem to open wide 
the gate that has kept us in ignorance of the mecha- 
nism of high blood pressure. I could show how 
animals are indispensable for the establishment of 
the mechanisms of drug action and for the control 
of the potency of digitalis, ergot, pituitary extract, 
and many other potent drugs. How, also, the new 
anesthetics, ethylene and cyclopropane, were dis- 
covered through animal experiments ; and how this 
marvelous new drug, sulfanilamid, which is doing 
such remarkable things in the treatment of child- 
bed fever, streptococcus wound infections, and 
acute epidemic meningitis, was first brought to 
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light by tests on animals. But because neither my 
time nor your patience permits this, I must content 
myself with presenting a prophetic picture. Until 
we learned how to produce cancer in experimental 
animals, we learned but little about the character- 
istics of malignant tumors. Then it was learned 
that tar cancer could be produced in rabbits, that 
a tumorous growth could be initiated in fowl by 
the injection of a specific virus, and that spontane- 
ous tumors could be transplanted from one animal 
to another. This led to the discovery of the carcino- 
genic sterols, to the discovery of genetic control of 
experimental cancer and, finally, to the rdle of the 
hypophysis and of the ovary, in the regulation of 
the growth and incidence of experimental ma- 
lignant tumors. If one may forecast the future, 
on the basis of past experience, one may feel justi- 
fied in believing that, before long, through animal 
experimentation, this disease of old age may be 
conquered. Having conquered many of the diseases 
of youth, we lengthen life into that era where cancer 
and circulatory disease take their toll. Most of 
those in this room will fall victim to one or the 
other. We are well on the way to understanding 
both through animal experimentation. We must 
not turn back. We must not even stand still. We 
must go forward. 
Department of Pharmacology, 
University of Southern California. 
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DISCUSSION 

Frep B. Moor, M.D. (White Memorial Hospital, Los 
Angeles).—Doctor Thienes has presented to you a most 
convincing argument for the humane use of animals in the 
study of disease, the development of biological remedies, 
and the elucidation and standardization of drug action. It 
seems incredible that any but the most uninformed or wil- 
fully ignorant would seek to impede medical progress in the 
life and death struggle with devastating diseases. 

Although the past fifty years have witnessed wonderful 
progress in the control and treatment of disease by the aid 
of animal experimentation, medical frontiers are not yet 
abolished. New regions are constantly opening up, for ex- 
ample, the rapidly developing fields of nutrition and endo- 
crinology, both of which require the use of animals in the 
solution of a multitude of unsolved problems. The dis- 
covery that nicotinic acid produces a most spectacular cure 
of pellagra arose from the observation that it relieved the 
black tongue disease of dogs. This discovery benefits both 
dogs and men, as do many of the results of animal experi- 
mentation. The control of pernicious anemia by the use of 
specific liver and stomach extracts had its foundation in 
the fundamental observation of Whipple that liver-feeding 
Was especially effective in curing experimental anemia in 
dogs. As Doctor Thienes has intimated, one can continue 
indefinitely enumerating steps in medical progress which 
have been based directly or indirectly upon animal experi- 
mentation. 

_Let us suppose for a moment that the dreams and desires 
ot certain well-meaning but misguided people could be real- 
ized, and that all animal experimentation could be abolished. 
Smallpox would again become epidemic as it has been in 
the past, and as it is occasionally still in some unvaccinated 
populations. Diphtheria would again become a prevalent 
disease and would exact a death toll of 30 per cent of its 
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youthful victims. Typhoid fever and tetanus would again 
ravage our armies in time of war. Diabetics would again 
be consigned to their miserable state of preinsulin days. 
The mortality, which in nearly half of all lobar pneumonias 
can be reduced by specific serum to 10 to 20 per cent, would 
again rise to from 30 to 40 per cent. As Doctor Thienes 
has pointed out, we would be forced to use certain drugs of 
unstandardized potency. I was told recently that our local 
health department, most of the time, has under treatment 
several persons who have been bitten by rabid dogs. With- 
out the Pasteur treatment these individuals would be wait- 
ing in awful suspense wondering if and when symptoms of 
rabies might appear, and when they did appear if nothing 
could be done about it. Our children would be exposed 
daily to attacks of rabid animals ; and even the very animals 
which the proposed so-called Humane Pound Law seeks 
to protect would be in danger of much worse suffering than 
being painlessly put to sleep in an experimental laboratory 
with an anesthetic, to serve a merciful purpose in the study 
of means for relief of both animal and human disease. 


Such would be the situation if we were denied the use of 
animals for experimental purposes. Surely, the people of 
California, if they knew the truth, would not desire even 
to take this first step in the abolition of the use of animals 
in experimental studies which will save the lives of their 
children. 


FEDERAL AND STATE NARCOTIC LAWS: 
CAUTIONS FOR PHYSICIANS* 


By Witi1aM R. Motony, Sr., M.D. 
Los Angeles 


BRIEF outline of major points on the narcotic 
laws include items such as follow: 

The narcotic regulations that affect the phy- 
sicians and surgeons of California come from two 
sources, namely, the Federal (Harrison Narcotic 
Law) and the State (Division of Narcotic En- 
forcement Government). It is quite important that 
each practicing licensed physician be familiar with 
the basic regulations of these laws. 

At the present writing there are about one hun- 
dred licensed men under probation from the Board 
of Medical Examiners, and at least 75 per cent of 
these may trace their trouble to a violation of these 
narcotic laws. 

Occasionally we find that a doctor gets into diffi- 
culty through carelessness or a misguided desire to 
help out an “addict” in his misery ; but most of the 
cases develop from a deliberate violation of these 
laws, either in prescribing for a fee or the sale of 
narcotics to “addicts.” No good ever comes from 
these practices, and the sooner our physicians stop 
writing for these habitual users the better off they 
will be. 

A habitual user may be one who started with or 
still has a definite pathology ; but no “pathology” 
requires 15 to 20 grains of morphin a day. The 
most severe type of pain is ordinarily controlled 
by a grain of morphin, and the balance of the daily 
dose is simply to satisfy the addiction. 

The agents of the Federal and State narcotic 
enforcement divisions are anxious to cooperate 
with the medical profession. In most cases, after 
an investigation they settle the case with a word 
of caution, and an explanation of the law. It is only 
the doctor who is a “repeater” and one who is 
writing for “addicts” or selling narcotics who is 
arrested and punished. 


* See also editorial comment, on page 236. 
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If a doctor has a bona fide patient under his care 
that requires morphin, he may order as much as 
in his judgment is needed ; but he must have made 
his own independent diagnosis and thereafter noti- 
fied in writing the proper enforcement office. If 
he follows this procedure, he has but little fear of 
being molested. 

Ambulatory treatment of narcotic addiction is 
prohibited. “A physician cannot treat a case of 
narcotic addiction in a patient’s home. The treat- 
ment must be given in a hospital or institution ap- 
proved by the Board of Medical Examiners, or in 
city or county jails, where the patient is at all times 
under restraint and control.” 

“That such addict is kept under restraint or con- 
trol is the essential requirement for approval. Nar- 
cotics can only be administered to an addict under 
treatment in such an approved institution by a 
licensed physician and surgeon or a registered nurse 
acting under his direction.” 

“Narcotics may be prescribed in good faith for a 
reasonable time and in reasonable amounts by a 
duly licensed physician and surgeon to his patient 
for any disease, ailment, or injury, other than nar- 
cotic addiction. Such physician and surgeon must 
keep an office record, giving the name of the patient, 
the pathology for which each treatment is given, 
and the date thereof. This record is open to in- 
spection by the officers of the law.” 

The first pages of the directory, issued yearly by 
the Board of Medical Examiners, a copy of which 
is sent to every California licentiate, is devoted 
to a full and clear explanation of the narcotic 
regulations. 

1930 Wilshire Boulevard. 


FEDERAL AND CALIFORNIA STATE 
NARCOTIC LAWS* 


CAUTIONS FROM THE STANDPOINT OF A 
PHARMACIST 


By Frank Homer 
Beverly Hills 


I will try to point out some of the differences in 
the new State Narcotic and the Federal Nar- 
cotic Acts. A new California law (Senate Bill 62) 
was enacted at the last session of the Legislature 
as an amendment to the State Narcotic Act. It 
strengthens the present Act, and imposes certain 
new restrictions not contained in the old measure. 
There are several new departures in this Act, some 
of which exceed the Federal statute in the things 
a doctor or druggist is required to do. It is ex- 
tremely important that you fix these things in your 
mind to properly comply with both State and 
Federal Acts. 


RECENT AMENDMENTS TO THE STATE 
NARCOTIC LAW 


The first and most important change in the new 
Act is the entire elimination of any preparation 
containing any narcotic other than codein from 
the exempt narcotic list. This means that any 

* Read at a joint meeting of the Los Angeles Count 
Medical Association and the Southern California Retail 


Druggists Association in Los Angeles on March 17, 1938. 
See also editorial comment, on page 236 
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preparation containing morphin, heroin, opium, or 
any of the salts or derivatives of these cannot be 
sold, even though the narcotic ingredient is present 
in the minutest quantity, except on a doctor's 
prescription ; syrup of cocillana compound, elixir 
of copevine and a number of preparations contain- 
ing ethyl morphin, hydrachlorid (or dionin) can 
only be dispensed on a doctor’s prescription. In 
other words, codein is the only narcotic now per- 
missible in exempt preparations in the State of 
California. And the quantity, one grain per ounce, 
still remains. Here are some of the essential differ- 
ences in the present act : 

The Federal law does not specify any time at 
which the prescription may be filled after it is 
written. 

The new State law specifies that no prescription 
can be filled later than the seventh day after it has 
been written. And that no prescription can be post- 
dated or antedated. The Federal law does not pre- 
vent the giving of a copy or duplicate of a narcotic 
prescription, the same marked across the face 
plainly, “copy.” The new State law specifically 
makes it unlawful to give any copy or duplicate of 
any prescription except to an inspector of the Board 
of Pharmacy or to the chief inspector of the nar- 
cotic enforcement division. The Federal law per- 
mits a prescription to be dictated to another person 
or to be typed by an office assistant if it is properly 
signed by the doctor. The State law specifies that 
any narcotic prescription must be wholly written, 
signed, and dated by the person writing the pre- 
scription. These are the essential and principal 
differences. And where the State law is stronger 
than the Federal statute, the State law takes pre- 
cedence. 

All narcotic prescriptions must have the date, 
patient’s full name, street address and city or town 
in which he lives ; also, the doctor’s full name, street 
address, city and registry number. 

A narcotic prescription that has been altered or 
changed in any respect cannot be filled by the 
pharmacist. 

Now, with reference to the writing of narcotic 
prescriptions calling for preparations which have 
previously been on the exempt narcotic list, the 
chief inspector of the narcotic enforcement division 
has stated that in the absence of any regulations 
yet received, the law will be enforced as written. 
And that means that a prescription, for instatice, 
written for cocillana compound, would have to be 
wholly written in the doctor’s own hand and pre- 
sented in the same form as a narcotic prescription, 
nor could the prescription be refilled or a copy 
given. In other words, this prescription would take 
the same procedure as a prescription calling ior 
morphin tablets. 


In closing, I should like to see the doctors and 
druggists some day go on record condemning the 
practice of selling drugs and medicines through any 
other channels than the regularly licensed phar- 
macy. A proper law could go far in doing away 
with house-to-house peddling of drugs and medi- 
cines, and other forms of selling that lead to self- 
medication, and worse. 

449 North Canon Drive. 
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HUGH HUGER TOLAND* 


GREAT PIONEER SURGEON AND FOUNDER OF THE 
MEDICAL SCHOOL OF THE UNIVERSITY 
OF CALIFORNIA 


VI 
By Epcar Lorrincton Gitcreest, M.D. 
San Francisco 


PART 1** 


[’ this age of scientific achievement, it is well 
occasionally to look backward and take note of 
what some of the pioneers in medicine and surgery 
accomplished and gave to our craft. Hugh Huger 
Toland was one of these, and his contributions to 
surgery were far-reaching. 


Born ona plantation at Guilders Creek, Newberry 
County, South Carolina, on April 16, 1806, in the 
cradle of Southern culture and chivalry, he was 
the fourth child in a family of ten. On his father’s 
side he was of Irish descent, his ancestry being 
traced in a direct line to John Toland, a native of 
Londonderry, who, early in the eighteenth century, 
was the confidant of Harley, the Earl of Oxford, 
and was known to the world of letters and politics 
as an author and politician of repute. His father, 
John, a virile character, born in Newton Stuart in 
the north of Ireland, emigrated to America, where 
he became a wealthy planter and banker, and was 
highly respected in his community. His mother, 
Mary Boyd Toland, of Scot descent, was a re- 
markable woman—keen, alert, and an excellent 
manager of business and household affairs. She had 
considerable executive ability. The happy blending 
and influence of these two racial streams can be 
observed throughout Toland’s long, vigorous, and 
productive career. 


A PRECOCIOUS CHILD 


A precocious child, Hugh was sent to school 
when but a little more than four years old, and at 
the age of six won first prize for reading in a class 
of forty children, many of whom were his seniors. 
Although educational opportunities were limited in 
that community, he acquired a good education and 
a knowledge of Latin and Greek, which proved of 
considerable benefit to him in his medical studies. 
He was in every respect an all-round, normal boy. 
He was very fond of athletics, and after many 
severely contested combats, became the best boy 
pugilist in Newberry County. 


tA Twenty-Five Years Ago column, made up of excerpts 
from the official journal of the California Medical As- 
sociation of twenty-five years ago, is printed in each issue 
of CALIFORNIA AND WESTERN MEDICINE. The column is one 
of the regular features of the Miscellany department, and 
its page number will be found on the front cover. 

* One of the papers given in Toland Hall, University of 
California Medical School, San Francisco, in the series on 
the history of the institution, arranged by the Division of 
the History of Medicine. 

Read before the Historical Section of the San Francisco 
Medical Society, January 11, 1938. 

This is Paper VI of the series. For other articles in the 
Symposium, see CALIFORNIA AND WESTERN MEDICINE, No- 
vember, 1937, page 321; December, page 405; January, 
page 27; February, page 114; March, page 186. 

** This paper, on Hugh Huger Toland is printed in two 
parts—-Part I in April issue; Part II in May number. 
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THE LURE OF MEDICAL HISTORY+ 


UNDERGRADUATE DAYS 
Banking as a life work had no attraction for 
young Toland and, consistent with the custom in 
those days, at the age of sixteen he began his medi- 
cal studies in the office of the most distinguished 
physician in South Carolina, Dr. George Ross. He 
remained under Doctor Ross’s tutelage for eighteen 
months, and also helped in the Doctor’s drug store, 

which was combined with his office. 


MEDICAL EDUCATION 


By this time Hugh’s father, who had intended 
him for the study of law, became convinced that 
medicine was his son’s calling. Accordingly, he 
was permitted to go to the University of Transyl- 
vania in Lexington, Kentucky, which had the dis- 
tinction of having the first medical school to be 
organized west of the Alleghanies. There, in 1828, 
at the age of twenty-two, he was graduated in medi- 
cine at the head of a class of 160 students. 


PRELIMINARY MEDICAL PRACTICE 


The following year he began practice in Reeders, 
near Newberry, South Carolina. By nature bold, 
courageous, and resourceful, he soon successfully 
executed several important operations, and his 
reputation was immediately established in that com- 
munity. His services were in great demand, and 
he often rode seventy or eighty miles a day on 
horseback in making his rounds of calls. His prac- 
tice flourished, so that at the expiration of two years 
of country practice he had saved $2,700. He then 
returned to the medical school in Lexington, where 
he spent the winter in dissecting and in studying 
French. 

EUROPEAN STUDY 

With his tidy savings, and encouraged by his 
surgical achievements, he was then able to carry 
out his heart’s desire—to go to Paris for further 
training. For the next two and one-half years he 
studied under such surgical and medical masters 
as Baron Guillaume Dupuytren, Jacques Lisfranc, 
Philibery Joseph Roux, Armand Trousseau, and 
others. There he met a notable group of Ameri- 
can students, among them George Washington 
Bethune, Henry Ingersoll Bowditch, and Oliver 
Wendell Holmes, of Boston; and William Wood 
Gerhard, William Pepper and Joseph Peace, of 
Philadelphia. While in France he rendered valu- 
able assistance during the epidemic of Asiatic 
cholera that decimated the country in 1833. 


MEDICAL PRACTICE IN SOUTH CAROLINA 


In 1833, Toland returned to Newberry County 
and resumed practice. One day, as he stood in the 
country drug store of his town, his mind on the 
teachings of Trousseau, a man staggered in, cya- 
notic, gasping, and eyes bulging. He was choking to 
death with quinsy. Toland, instantly recognizing 
the danger, put him in a chair, seized his instru- 
ments and was about to perform a tracheotomy 
when physicians who were present objected to such 
a radical procedure, and before Toland could con- 
vince them of its necessity the patient died. 

Disgusted with the shortsightedness of his col- 
leagues, Toland moved to Columbia, where he 
formed a partnership with Dr. Thomas H. Wells. 
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Fig. 1. Hugh Huger Toland, 1806-1880. Founder of 
Toland Medical College, 1864. Toland Medical College be- 
came affiliated with University of California in 1873. 


There he married Mary Goodwin, a direct descend- 
ant of Pocohontas, but she lived only a few years. 
In 1844 he married Mary Avery, who bore him 
two daughters. Toland became a dominant surgi- 
cal leader in Columbia, and achieved both profes- 
sional and financial success. He performed oper- 
ations for the relief of club-foot and strabismus, 
and his method of using the lithotomy forceps soon 
spread beyond his state, and as early as 1841 ar- 
rested the attention of no less a surgical master 
than James Marion Sims of Montgomery, Ala- 
bama. It is reported that during this period Toland 
did as much work as all of the other doctors in 
Columbia combined, and that his annual income 
was $16,000. 
LURE OF CALIFORNIA 


Then came news of the discovery of gold in 
California. Although Toland was forty-six years 
of age, the spirit of adventure was still strong in 
him, and he could not resist the call of the West. 
So, in 1852, he left his lucrative practice, and he 
and his wife began to cross the plains with a party. 


He entertained little doubt that success again 


awaited him in new fields. His confidence in this 
was based, first, on his knowledge that his repu- 
tation as a surgeon had preceded him and was 
known to many Carolinians then living in Cali- 
fornia ; secondly, on his financial status, which made 
him economically secure for a long time; and 
thirdly, on the fact that he had shipped to Cali- 
fornia a quartz mill with which he hoped to make 
a fortune from the precious metal. This mill was 
one of the first to reach the State. 


WESTERN MEDICINE 


Vol. 48, No. 4 


His party crossed from Independence, Missouri, 
to California in seventy-six days, breaking the rec- 
ord at that period. Three days after their arrival 
his wife died at Stockton. Immediately after arriv- 
ing there he went to Calaveras County and bought 
the Gwin mine at Lower Rich Gulch, seven miles 
from Mokelumne Hill. 


EARLY DAYS IN SAN FRANCISCO 


After three months Toland realized that mining 
was neither to his taste nor his profit, and that a 
doctor should stick to his profession. So he sold 
his mine.* Saddened by the death of his wife and 
discouraged by the loss of a great part of his capi- 
tal, but still resolute, he moved permanently to San 
Francisco in 1853 and gave himself over whole- 
heartedly to his profession. He soon attained wide 
popularity, and advanced steadily to fame and 
fortune. For twenty-seven years, even to the day 
of his death, he played a leading role in the practice 
of surgery, as one of the most distinguished sur- 
geons in the West. He became widely known as 
“the great surgeon of the Pacific Coast.” On Octo- 
ber 6, 1860, he married Mrs. Mary B. ( Morrison) 
Gridley of San Francisco, a woman of education, 
with a local reputation as a poetess and painter, 
who bore him one son.’ 


ACQUIRES A LARGE AND LUCRATIVE PRACTICE 


His spacious offices, located at Montgomery and 
Merchant streets from the time he began practice 
in San Francisco until his death, were always filled 
with patients. The large number of persons wait- 
ing in his reception room gave it the appearance of 
a great out-patient clinic, and frequently it became 
so crowded that some had to wait outside on the 
steps. It is estimated that he saw about a hundred 
patients a day in his office, and made from forty 
to fifty visits in addition. Sunday afforded him 
little rest. He was a picturesque figure as he made 
his visits about San Francisco. This was the day 
when a physician was known for his equipage, and 
Toland rode in an old-fashioned buggy with a negro 
driving two handsome horses. Within two years 
of his arrival in San Francisco he is reported to 
have been making $20,000 annually from his prac- 
tice. This shortly rose to $42,000. Soon after the 
Civil War began, however, California went on the 
Northern side and, because Toland was an ardent 
Southerner, his influence naturally became less and 
his income diminished. As there was no one with 
equal ability to take his place, however, he was 
soon as busy as before. 

INTEREST IN 


ORGANIZED MEDICINE 


This was the most productive period of his life. 
In 1855, two years after beginning his practice in 
San Francisco, he was appointed chief surgeon to 
the Marine Hospital, a position which he held for 
many years. Ten years later, he was appointed 
visiting surgeon to the City and County Hospital, 
and also a member of the first Board of Health 
of San Francisco, a connection he retained until 
his death. For ten years he was the proprietor of 

* 1 am informed that since then over six million dollars in 
gold have been taken out of this mine, and that it is still 


not worked out. 
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the Pacific Medical Journal, which, in 1872, was 
renamed the Western Lancet. 


A FAMOUS CONSULTANT 


In 1856 he played a leading role as surgical con- 
sultant in the famous and fatal illness of James 
King of William of San Francisco, whose death, 
as the result of an assassin’s bullet, so shocked and 
electrified the community, and so aroused public 
opinion, that the San Francisco Vigilantes took 
charge of affairs and caused the restoration of law 
and justice. The question of whether or not a 
sponge, which had been inserted in the wound 
after the shooting, should or should not have been 
removed became a great issue after King’s death, 
not only in the medical societies but in the courts. 
It was truly the talk of the town. The controversy 
raged between Toland and Cole, and the news- 
papers made front-page news out of it. R. Beverly 
Cole, a medical leader as fiery and dynamic as 
might be expected from his Virginian birth and 
Kentucky rearing, testified in the trial “that the 
pressure of the sponge and the pressure of the 
tourniquet induced phlebitis and caused King’s 
death.” He also made remarks reflecting on To- 
land’s reputation. Toland, however, in his testi- 
mony “confined his evidence strictly to the case 
in hand and made no personal remarks against 
Cole. He claimed he left the sponge in the wound 
because there was no left pulse and he feared the 
subclavian artery was severed or injured and would 
rupture or slough; that the wound caused a lesion 
of the vein and injury of the nerves in the vicinity ; 
that, as a consequence, inflammation of the chest 


and inflammation of the vein followed and death 
ensued.” 
TOLAND MEDICAL COLLEGE 

By 1864, near the close of the Civil War, Toland 
realized the fulfillment of a wish he had long 
cherished, which was the founding and erection 
of a medical school, known as the Toland Medical 
College? At his personal expense a handsome 
brick and stone building was constructed on Stock- 
ton Street, between Chestnut and Francisco streets, 
and it was supplied with all the necessary appli- 
ances consistent with a thoroughly equipped medi- 
cal school of that day. Toland was president of 
the faculty and professor of surgery. In spite 
of the bitter controversy between him and Cole 
eight years before, when he organized his medical 
school, Cole was made dean. At the beginning, 
the school was eminently successful and received 
the confidence of the public; but six years later, 
in 1870, a split occurred in the faculty which led 
to the formation of the Cooper Medical School. 
When several of the important members of his 
taculty left him, they took all the students but one. 
Failing in his efforts to get his colleagues or his 
students to return, three years later he uncondition- 
ally donated his school, with its furnishings and 
the land, valued at approximately $100,000, to the 
regents of the University of California, and it be- 
came an integral part of that university.1* The 


_.| “The Sponge—Its Effect on the Martyrdom of James 
King of William, The Formation of the San Francisco Vigi- 
lance Committee of 1856, The Execution of Casey and Cora 
for Murder and the Trial of Edward McGowan for Com- 
Plicity,” was made the subject of an interesting article 
by Dr. George D. Lyman in 1928. 
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Fig. 2.—Toland Medical College, 1864. 


faculty retained its membership, and Toland re- 
mained the professor of surgery until his death. 
His school had added a stimulus to the medical 
education of its day, and had given many men an 
opportunity which otherwise they would not have 


had. 
A COMMANDING FIGURE 


Toland was a commanding figure, well over six 
feet tall, erect, and dignified. Strength and force- 
fulness were evident in the straight, well-shaped 
nose, the prominent, determined lower jaw, the 
dark blue eyes, so discerning and keen, yet so 
kindly. His finely shaped head was covered with 
jet-black hair which fell almost to his collar, and 
his high forehead gave unmistakable evidence of 
the degree of his intellect. His carriage and every 
movement showed power and purpose. Delicate 
sensibility, a refined sense of honor and strict in- 
tegrity were evident. Even his .dress—the large, 
soft hat and the cloak or mantle typical of the 
Southern colonel of the old school—was impres- 
sive. Once seen, he was not easily forgotten. 
Though modest and unassuming in manner, few 
persons ever combined in one character more of 
the elements of success ; in industry, perseverence 
and determination he resembled the great John 
Hunter. 


HIS DRUG STORE AND HIS TWO FAVORITE 

PRESCRIPTIONS 

It has been claimed that Toland’s methods in his 
practice were not always ethical. Be that as it may, 
his reputation extended over all the central and 
northern coast, and when the miners and moun- 
taineers came to San Francisco to seek advice, 
Toland was the man to whom they went, and he 
usually either cured them or greatly alleviated their 
symptoms. He had his own drug store and, it is 
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said, but two favorite prescriptions. One of these 
prescriptions consisted of various mixtures of iodid 
of potash, the other of mercury with nauseous 
drugs as adjuvants. Back of his office, in what he 
called his surgery, were two famous barrels, one 
labeled “anti-syph” and the other “anti- scrof.” 
“He kept office hours in the morning for private 
patients; in the afternoon for clinic patients. No 
charge was made for the examination of these clinic 
patients nor for the prescriptions; but at the end 
of the corridor, next the stairs, was Doctor Toland’s 
drug store, and none but his pharmacist could de- 
cipher the scrawls of the squeaking quill pen. Some 
idea of the volume of the business done by this 
drug store could be obtained from a glimpse at 
the row of scrapbooks on the top shelf which en- 
circled the room—a veritable frieze of huge books 
of prescriptions.’”** Copies of the 581,000 pre- 
scriptions which he had given out in only fifteen 
years made twenty-three volumes. These he ex- 
plained to his students in his lectures, and the in- 
gredients were alleged to be a great boon to his 
patients. Prescriptions were renewed at $5 a bottle, 
but he never gave out their contents except as a 
contribution to his students. “This drug store was 
a real gold mine. It is interesting to note, too, that 
Doctor Toland did an enormous mail-order busi- 
ness. People in the mines of California and Nevada 
found it easier to write an account of their symp- 
toms to Doctor Toland than to make the long jour- 
ney by stage to see him. Medicine was forwarded 
by express, and Wells, Fargo & Company collected 
the fee.’?* One of his former students, who later 
became a great physician and a professor, said to 
me: “When my first medical work called me to 
Crescent City and it became known that Toland 
was my teacher, my reputation was made. Men 
flocked to me, and when it was known that I held 
the secret of ‘anti-syph’ and ‘anti-scrof’ they went 
no further. Well supplied with these mixtures, and 
carrying in my saddlebags a few simple remedies 
and an abundance of bread pills, I defied. disease, 
for I soon found that good nursing with a few 
bitters, and my one specific, were sufficient to carry 
through all but mortal diseases.” 


A KEEN DIAGNOSTICIAN 

Toland’s method of diagnosis was impressive. 
He rarely asked a patient a question, nor did he 
allow any detailing of symptoms. Like Sherlock 
Holmes, he read the face and studied the physical 
aspects, and from these guessed the disease—not 
always difficult, considering the lives his patients 
had led. From his evident recognition and success- 
ful treatment of one of the most common, protean, 
and deadly diseases—syphilis—it is not surprising 
that he got results when others failed. Many years 
ago, as an interne, I heard one medical philosopher 
and great teacher talk to his students, and, in order 
to impress them, he intentionally exaggerated: 
“The diseases that the human flesh is heir to 
can be roughly, and for practical purposes, divided 
into two large groups—syphilitis and nonsyphilitic, 
the former comprising 95 per cent of the whole. 
If you can diagnose and treat syphilis in its vari- 
ous manifestations, you need have no doubt as to 
your success.” 
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Until a few years ago syphilis was a taboo sub- 
ject, to be mentioned only in a whisper behind 
closed doors. Now, almost sixty years after To- 
land’s death, this ever prevalent scourge is at last 
being brought out from under cover and considered 
rationally. The people are being given public lec- 
tures by the medical profession, warning them that 
syphilis is a menace to our civilization. Indeed, 
one cannot but reflect that “knowledge comes, but 
wisdom lingers.” This national campaign should 
have been started in Toland’s day. There can be 
no doubt that it was just this idea, the education 
of the public and, thereby, the consequent preserva- 
tion of the health of the community, that induced 
Levi Cooper Lane—a later confrére of Toland’s 
and also a great medical leader in his day, to whom 
San Francisco medicine is much indebted—to in- 
augurate a series of medical lectures to the public. 
But, as nearly always, this innovation was frowned 
upon by his colleagues, and Lane was the brunt of 
their caustic remarks. Verily, if one would avoid 
the criticism of his day he must not be ahead of 
his time. Small minds cannot see the mountain 
near. However, one should take consolation in the 
thought that discussion of one’s contemporaries is 
conversation, not criticism. 


A DOMINANT PERSONALITY 


He was master in the power of suggestion and 
in inspiring great confidence in his patients by his 
dominating personality, and. he is said to have 
wrought marvelous cures in his day. It is little 
wonder that he soon had the largest practice on 
the Pacific Coast. This did not arise from a de- 
sire to outstrip his competitors, but because of the 
combination of native ability, splendid training, 
and a rare personality. He seemed to have a place 
that no one else could fill. Those who knew him 
best have written of his manifold generosities and 
of his lavish donations to charity, which often 
amounted to $100 a week. 

384 Post Street. 

(To Be Continued) 


CLINICAL NOTES AND CASE 
REPORTS 


EOSINOPHILIC BODIES IN MEASLES 


By H. H. Parsons, M.D.* 
Shreveport, Louisiana 


[7: is generally accepted that the virus of meas!es 
exists in the blood, nasal secretion, and the bron- 
chial secretion.?*? 

Several organisms have been described as having 
been found in the blood® and nasal secretion.* 
Both Gram-negative and Gram-positive cocci have 
been described, but none of them have been ac- 
cepted as the etiological factor in measles. 


Degkwitz * claims to have cultivated the virus. 

* Member of the San Bernardino County Medical Socie:y, 
California. 

1 Anderson and Goldberger: (a) J. A. M. A., Vol. 23, 
No. 57, pp. 476, 971, 1911. (b) Am. J. Dis. Child., 4:20, 1912. 

2 Blake and Trask: J. Exper. Med., 33:385, 1921. 

8 Tunnicliff: J. Inf. Dis., 37:193, 1925. 

4 Guardabassi: Pediatria, 1927. 

5 Degkwitz: J. Inf. Dis., 41:304, 1927. 
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No reference having been found of anyone hav- 
ing made a daily examination of the blood of 
any virus disease from its inception to far into 
the convalescence, the author decided to carry out 
such examinations. On November 7, 1934, a pre- 
eruptive case of measles became available for 
study. The eruption appeared on November 8, 
1934. 

Smears were taken daily from the blood and 
nasal secretion, and from the conjunctival sac, from 
November 7 to 17 inclusive, when the taking of 
smears was interrupted. 


The smears were stained with a modified Fontana 
silver stain, and minute bodies were found in some 
of the red blood cells, free in the mucus of the nasal 
secretion and free in the smears from the con- 
junctival sac. 


Since then eleven other cases of measles have 
been similarly examined, blood smears being taken 
from the day of the appearance of the rash up to 
and including the eighteenth day, and all have 
shown eosinophilic bodies in the red blood cells. 


After trying many staining methods, it was 
found that these bodies are eosinophilic, that alde- 
hyds intensify the staining, and that prolonged 
staining is necessary. 

Wright’s, Giemaa’s, and other such stains have 
proved useless, as have basic stains. 


STAINING METHOD 


From the above data the following method of 
staining was evolved: 

1. Make very thin smears. Dry in air. 

2. Flood smear with absolute methyl] alcohol and 
stand slide on end and allow to dry. 

3. Place in Coplin jar containing a solution made 
as follows: water 90 cc., formalin 10 cc., and allow 
to remain for twelve hours. 

4. Transfer slide, without washing, into another 
Coplin jar containing : eosin .3 gm., formalin 10 cc., 
water 100 cc. Stain for twelve hours. 

5. Wash in running water, then blot or dry slide 
in the air. 

All solutions should be filtered. 

No counterstain is used for blood smears, but 
it is advisable to use a counterstain if mucus, pus, 
or other materials are to be examined. All smears 
are stained first as above; then, to counterstain, 
place the slide in another Coplin jar containing 
China blue .3 gm., formalin 10 cc., water 100 cc. 
Stain for from thirty seconds to thirty minutes (it 
will vary), or stain until the slide takes on a pale 
blue color. Do not stain deeply, as this will hide 
the eosinophilic bodies. Mucus, pus, etc., stain pale 
blue, the bodies an eosin color. Normal controls 
should be run on each slide or set of slides. 

Normal blood contains some eosinophilic bodies 
in some of the red blood cells, but they are not 
numerous nor uniform. They are usually large and 
occur in the proportion of about one body to every 


eighty red cells. They may possibly be protected 
bodies.” 

6 John Hogue 
wienm P., and Jones F. S.: Jr. Exp. Med., 23:601-612, 
316, 
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Minute Forms Enlarged Forms 


Fig. 1 


BLOOD FINDINGS IN MEASLES 


In measles blood the bodies are found in the red 
blood cells, rarely in a white cell or a platelet, or 
free in the plasma. They usually occupy the area 
between the periphery and the center of the red cell, 
and they generally occur in the proportion of one 
or two bodies to every sixth red cell. On the sixth 
to seventh day certain of these bodies seem to de- 
velop greatly in size, usually to about that of a 
coccus, and they make their maximum develop- 
ment from the ninth to the twelfth or fourteenth 
day. From the fourteenth to the seventeenth to 
eighteenth day they become pale, take the stain less 
readily, lose their outline, and by the eighteenth 
day have usually disappeared from the blood. They 
are eosinophilic, very refractile, both in the minute 
and larger forms, having a bright orange color. 
The red cells are stained a brilliant pink. 

The color plate does not give an accurate con- 
ception of their appearance, as I have been unable 
to get the proper colors to show the refractility. 

Both the minute and larger forms occur in the 
nasal mucus and in the smears from the lacrymal 
sac. However, it is not known how long they 
remain there. 

Several cultural trials were made after the 
method of Goodpasture,® but the results were not 
conclusive. 

There are certain points to be observed in ex- 
amining these smears, chiefly to discard any slides 
that show large numbers of bubbles on the red cells, 
or slides that are not nearly perfect. Slides ground 
on one end on the flat are useless, as they are pitted 
all over from the abrasives used in grinding ; these 
pits retain the stain and lead to endless confusion. 
Cells that are deformed, or that touch or overlap 
one another, should not be counted, as they often 
have bodies that lead to confusion. Unless one has 
had these bodies demonstrated to him, considerable 
difficulty will be experienced in identifying them. 

Other eosinophilic bodies have been found in the 
blood of mumps, rubella, chicken-pox, poliomyeli- 
tis, arthritis, herpes influenza, the common cold— 
the descriptions of which I hope to publish. 

I have termed these bodies “eosinia’” for con- 
venience. 


These bodies were described and demonstrated 
before the Calhoun County Medical Society (Ala- 
bama) on November 5, 1935. 


247 Jordan Street. 


8 Goodpasture, E. W., and Buddingh: Amer. Jour. Hy- 
giene, Vol. 21, No. 2, 319-360, 1935. 





BEDSIDE MEDICINE FOR BEDSIDE DOCTORS 


An Open Forum for brief discussions of the workaday problems of the bedside doctor. Suggestions of subjects 
for discussions invited. , 


WHAT IS TO BE EXPECTED OF 
BLOOD TRANSFUSIONS 


I. INDICATIONS FOR BLOOD TRANSFUSIONS 
IN SURGICAL PATIENTS 


LeRoy Brooks, M.D. (2000 Van Ness Avenue, 
San Francisco ).—In the not too distant past, blood 
transfusions were used only in extreme emergen- 
cies. This idea still persists in the minds of many 
patients and their families. Too often, when a 
blood transfusion is mentioned, the impression is 
created that death is lurking around the corner. 
Indications for transfusions in surgical patients to- 
day are quite sharply defined, often prophylactic 
in nature, and may be grouped as follows: 

1. Shock due to hemorrhage, accidental or opera- 
tive trauma, or toxemia. 


2. Acute infections. 
3. Chronic infections. 
4. Poor surgical risks. 


5. Blood dyscrasias requiring surgery. 

We now know, in shock, that a physiological state 
exists in which there is an insufficient amount of 
blood in circulation. The plasma migrates through 


the capillaries into the body tissues. In severe 
shock, if the volume of circulating fluid is furnished 
by saline, glucose or other crystaloid solution, this 
thin liquid rapidly passes through the capillaries, 
and will not sustain a satisfactory volume of circu- 
lating fluid. A colloidal type of solution must be 
used with molecules sufficiently large to prevent it 
from passing through the injured capillaries too 
readily. Gum acacia solution with glucose is 
preferable to the crystaloid solutions, but large 
volumes of whole blood must be given first place. 


Transfusions offer the most dramatic results in 
patients in shock from the simple loss of blood 
without extensive tissue injury. Such incidences 
are not infrequent in maternity cases or in acci- 
dental hemorrhage from operations, when the 
source of the hemorrhage has been stopped. Pa- 
tients unconscious from such hemorrhage, if blood 
is given immediately, will often regain conscious- 
ness during the transfusion. From 500 to 1,000 
cubic centimeters quantities are usually needed and 
may have to be repeated. 

In shocked patients from accidental or operative 
trauma, the response to transfusions is not always 
so satisfactory as in the cases of simple hemor- 
rhage. This is due to the fact that the cause of the 
shock, tissue injury, is continuing to act. However, 
large transfusions repeated offers the best chance 
for recovery and, if given early, will prove success- 
ful in many cases which would otherwise terminate 
in a fatality. 

Of great interest is the type of case in which 
there is a massive concealed hemorrhage—that is, 
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a hemorrhage that cannot be definitely located so 
as to mechanically control the bleeding. Gastro- 
intestinal hemorrhages or lung hemorrhages oiier 
good examples of this type. We have had many 
discussions with internists who, in such cases, 
feared the giving of blood on the basis that the 
increased volume would cause an aggravation of 
the hemorrhage. We agree fully that the circu- 
lating volume of fluid should not be increased by 
giving solutions such as glucose. Our experience, 
however, forces us to the conclusion that when a 
patient is approaching the state of shock from a 
concealed hemorrhage, the whole blood transfusion 
will replenish the volume of fluid and tend to stop 
the hemorrhage. The explanation which we offer 
for this is the increase in the coagulation of the 
blood following the transfusion. Whether this ex- 
planation is correct or not, clinically, transfusions 
do not cause an increase in the bleeding in such 
cases. In such cases, donors should be kept in 
readiness, and if the blood pressure falls below 80, 
a transfusion should be given immediately. A 
second donor should be kept in readiness, and even 
a third to keep the patient’s blood pressure above 
80, preferably above 100, and ward off destruction 
of the vital centers. We have given, with success, 
as many as six blood transfusions within one 
twenty-four hours, infusing altogether more than 
3,000 cubic centimeters of blood. Care must be 
exercised that all donors and the patient are of the 
same type when such large quantities of blood are 
given. At times, in these desperate cases radical 
measures must be resorted to, and the element of 
time is extremely important. 

If the patient is in shock from the absorption of 
toxins from an overwhelming infection, blood 
transfusions are of practically no value. It is en- 
couraging to note that transfusions as a last resort, 
just to satisfy the family and friends when there 
is no chance of their having any beneficial effect, 
are not so often resorted to in these modern times 
as previously. The results of this type of practice 
accomplish nothing of good, and only serve to 
discredit one of our most effective methods of 
treatment. 

Some of the severe surgical infections with or 
without definite localization, with high tempera- 
tures, evidence of lack of normal resistance against 
the given infection, even in the absence of anemia, 
blood transfusions in small doses, 200 to 300 cubic 
centimeters given daily or every second day, are of 
unquestionable value. We are definitely of the 
opinion that it is far more valuable than the use of 
the so-called antistreptococcic serum, “‘prontosils,” 
magnesium sulphate, hydrochloric acid, and myrti- 
ads of other solutions that are used on an empirical 
basis. A good example of this type of septicemia 
is seen particularly in children, from ear or mastoid 
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or lateral sinus infections. A blood transfusion 
increases the patient’s resistance, furnishes needed 
food and, no doubt in many instances, makes it 
possible for the patient to localize or overcome the 
generalized infection. 


Patients suffering from subacute or chronic sup- 
purative processes present a group of people to 
whom transfusions offer much. Along with other 
supportive treatment, repeated small blood trans- 
fusions should be used once or twice a week to keep 
the hemoglobin above a minimum of sixty. It is 
not uncommon to see patients with prolonged sup- 
purative processes, such as in bronchopneumonia, 
empyema, lung abscess, subdiaphragmatic abscess, 
liver abscess, protracted peritonitis, osteomyelitis 
and other types of prolonged surgical infections, 
develop a marked secondary anemia. Such patients, 
if transfused, will often recover; but if not trans- 
fused, not infrequently will not recover. 


The bone marrow and blood-forming tissues 
must be adequately nourished and oxygenated, in 
order to meet the added call due to the additional 
destruction of the blood by the infection. Besides 
making recovery more certain, if the hemoglobin 
is kept up, these patients will develop fewer compli- 
cations, have a shorter convalescence, and recover 
with greater certainty and less morbidity. It is our 
experience in chronic infections that repeated small 
blood transfusions, from 200 to 300 cubic centi- 
meters, are preferable to the larger transfusions 
of 500 cubic centimeters or more. However, if the 
patient is anemic, with a hemoglobin below forty 
when first seen, at the first or even the second trans- 
fusion, a full 500 cubic centimeters may be prefer- 
able, and subsequent blood be given in small quanti- 
ties. It is remarkable indeed to see pale, unhealthy, 
indolent type of surgical wounds, which are heal- 
ing slowly with an excessive amount of production 
of scar tissue, change their color and develop 
normal, healthy-appearing granulation tissue, and 
the healing process proceed with greater rapidity. 
It is probably in this group of patients that blood 
transfusions, when judiciously used, are most use- 
ful. It is our experience that this group of patients 
now receives blood transfusions more often than 
in the past. However, truth forces the statement 
that in some quarters, as yet, there is considerable 
lethargy in giving transfusions as often as they are 
indicated. : 


A fourth group of patients to whom blood trans- 
fusions are of great value are the poor surgical 
risks. One doing any volume of general surgery 
quite infrequently encounters a patient who must 
be operated upon and is not a good risk. Time and 
space do not present an opportunity for full dis- 
cussion of the broad use that can be made of blood 
transfusions in this group. Good examples are 
bowel resection, gastric resection, thoracoplasty, 
lung surgery, pyloric stenosis in starved infants, 
and numerous other necessary major surgical pro- 
cedures that must be carried out, particularly in 
children and people past the middle age of life. 

Here again it can be said without fear of contra- 
diction that, in general, transfusions in these cases 
are not used as often as the good results obtained 
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by the giving of blood warrants. There is no other 
single procedure which can be compared with the 
use of transfusions in the preoperative preparation 
and the postoperative convalescence in the poor 
surgical risk. A good working rule to adopt is, that 
when the surgeon begins to consider giving the 
patient a transfusion, that is the time to give the 
blood. 

The fifth or final group of surgical patients re- 
quiring transfusions are those unfortunates suffer- 
ing from blood dyscracias with a tendency to bleed. 
It is, fortunately, true that there are not many 
such cases. Occasionally, one is forced to operate 
upon such people, and the question of hemorrhage 
is a major one. For example, we might mention 
thrombocytopenic purpura and other less well- 
classified hemorrhagic dyscracias requiring sur- 
gery. It is even possible to do surgery on a hemo- 
philiac, if the patient is given adequate transfusions. 


The reader no doubt is struck by the enthusiasm 
expressed for transfusions. For this enthusiasm 
to be justified every care must be exercised in the 
selection of donors. Both grouping- and cross- 
agglutination tests must be a routine, and the possi- 
bility of transmitting syphilis and malaria must be 
conscientiously guarded against. We prefer whole 
blood when given with dispatch, but a citrate trans- 
fusion well done is preferable to a whole-blood 
transfusion poorly done. 


* * * 


II. INDICATIONS AND CONTRAINDICATIONS 
FOR THE USE OF TRANSFUSIONS IN 
CHILDHOOD DISEASES 


Howarp R. Cooper, M.D. (3875 Wilshire 
Boulevard, Los Angeles).— The following state- 
ments are an attempt to present the evidence for 
and against the transfusion of blood in the diseases 
of children. The experiences upon which these 
statements are based have been gathered almost 
entirely at the Los Angeles Children’s Hospital. 
About two years ago, when transfusions were at 
their height of popularity in this hospital, a reaction 
of inquiry into the value of this therapy began. 
The results given here are the deductions and the 
beliefs of this writer, and not necessarily an agree- 
ment among all the physicians upon the staff of 
this hospital. Such beliefs have been derived partly 
by the statistical method, when it could be used, and 
in part have been built up as clinical impressions. 


More than one thousand transfusions are covered 
by these observations. The method of transfusion 
used has been the direct syringe technique, and 
in no case has a citrated transfusion been given. 
This is an important difference because the citrate 
method is slower and does not produce the sudden 
load which is added to the blood stream when the 
direct syringe method is used. On the other hand, 
citrate reactions have been avoided. 


CONDITIONS IN WHICH TRANSFUSION 
TAIN BENEFIT: 

1. Acute Loss of Blood, Such as Accidental 
Hemorrhage.—Transfusion is necessary only when 
enough blood has been lost to cause physical embar- 
rassment. Transfusion is not necessary for small 
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hemorrhages, because such small blood losses will 
be quickly made up by the blood-forming organs 
without assistance. The loss of fluid can be replaced 
by subcutaneous or intravenous saline adminis- 
tration. 


2. Severe Anemia.—By this is meant a danger- 
ous situation in which the hemoglobin has dropped 
to 30 or 20, or lower, and the blood cells have 
dropped to a like degree. Such an anemia might 
improve by other methods if given enough time; 
but the patient’s general condition may be so 
threatening that he needs the quick assistance of 
a transfusion in order to add at least 10 to 20 per 
cent to his normal blood count and hemoglobin. 

3. Septicemia, With or Without Anemia.—If 
one can be sure that the blood of the donor con- 
tains antibodies which are specific for the disease, 
and that there is a sufficient amount or titer of 
these antibodies in the blood of the donor to be 
really helpful, then a transfusion for this purpose 
is definitely indicated. If the patient’s blood culture 
shows that he is suffering from septicemia due to 
certain streptococci—for instance, as a complication 
of scarlet fever or of otitis media—then the patient 
would better be given a transfusion of immune 
serum rather than the blood of a casual donor. It 
is possible to obtain from certain serum centers a 
well-prepared and well-tested serum whose anti- 
body strength against the bacteria involved is 
known. The whole question of transfusion for 
septicemia is in dispute ; it is usually a measure of 
last resort. The only way that its value can be stated 
is to know the antibody properties of the blood 
which is available from donors. 


4. Purpura, Primary or Secondary.—Trans- 
fusion may be given when the patient’s platelets 
are low and there is serious hemorrhage. By add- 
ing normal platelets, the hemorrhage will be stopped 
at least for a time. Repeated transfusions should 
not be given, because they will depress the platelet 
output of the hematopoietic system. Transfusion 
should be given only if the cellular elements are 
low. It is usually indicated in symptomatic purpura 
rather than in the essential type. 


5. Hemophilia—In this condition transfusion is 
clearly indicated, and may have to be frequently 
repeated as a life-saving measure. Transfusion 
furnishes normal platelets, which are able to break 
down quickly and assist in the formation of the 
clot required to stop bleeding. These normal plate- 
lets, of course, soon disappear, and transfusion will 
have to be repeated if the patient has another at- 
tack of bleeding which cannot be stopped by other 
methods. 


6. Leukemia.—This is always a fatal disease in 
children. The patient may be kept alive for a cer- 
tain time by transfusions which no other form of 
treatment will afford. Transfusions are given, time 
after time, when the patient’s blood reaches a suffi- 
ciently low level in order to keep him alive for the 
sake of the family. More transfusions are given 
in this disease than in any other. The patient will 
sooner or later die, although the end may be de- 
ferred for months. In the case of a child, it is 
doubtful whether, for any other reasons than senti- 
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mental ones, it is worth while to prolong the 
patient’s precarious and unsatisfactory life in this 
manner. 


7. Shock.—In this condition, where a part of the 
blood of the body stagnates in a certain so-called 
“pool,” fluid must be added to the blood volume 
of a kind that will remain in the vessels and restore 
the blood pressure. The transfusion of blood ful- 
fills these needs and is of decided benefit. 


CONDITIONS IN WHICH TRANSFUSION IS OF DOURT- 
FUL VALUE: 

1. Pneumonia.—Transfusion is very much used 
in severe cases of pneumonia. The thought back 
of this usage is that normal blood or serum will 
furnish some kind of stimulus or antitoxic prop- 
erty to overcome the toxemia. In the observation 
of this writer, transfusion for the toxic type of 
pneumonia has seldom or never been of any help 
to a patient, and has sometimes done harm. If the 
blood shows severe anemia and depletion, trans- 
fusion may be called for just as it would be in any 
other -severe blood loss. In severe toxemia with 
cyanosis and involvement of the nervous system, 
transfusion does no good. In collapse of the vaso- 
motor system, transfusion is probably wrong, be- 
cause the capillaries are engorged with blood due 
to reasons which have nothing to do with the blood 
itself, so that to add other blood at this time may 
only increase the undesirable condition. If the 
patient’s poor condition is due to a failing heart, 
then it does not seem rational to put an additional 
amount of blood into the vessels, because we are 
not at all sure that the heart muscle will be stimu- 
lated by anything in this new blood, and to increase 
the blood volume will probably further embarrass 
the heart. If the heart is overworking and the pulse 
bounding, this is probably the time for venesection 
and the additional load of new blood is distinctly 
contra-indicated. Infants who are very ill with 
pneumonia frequently need intravenous saline so- 
lution to repair their dehydration, rather than the 
scanty fluid content of a small transfusion. Sta- 
tistics, which deal with the value of any kind of 
treatment in relation to pneumonia, must be care- 
fully gathered and interpreted. So far as obser- 
vations in this hospital are concerned, transfusion 
for pneumonia in children has seemed to be associ- 
ated with a higher death rate. 


2. Enterocolitis—This is a common and a seri- 
ous condition in very young children, both in hospi- 
tals and in private practice. The patients lose more 
fluid than can be put into them, and rapidly become 
very ill and subject to complications. The death 
rate is high, and a large percentage die with pneu- 
monia as a terminal complication. Consequently, 
enterocolitis and pneumonia have to be considered 
together, as it is often impossible to say which is 
the greater illness. The first and greatest require- 
ment here is fluid replacement, and the most valu- 
able recent addition to our methods of treatment is 
the intravenous drip of normal saline. Transfusion 
has been much used during the height of this dis- 
ease and as a measure of last resort. The chief 
thought lying behind this therapy is that the fresh 
serum contains some restorative quality. It is the 
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opinion of this writer and of others on the staff of 
this hospital that transfusion has not helped in the 
mass of cases with enterocolitis. If severe anemia 
has been produced by the toxemia, a small blood 
transfusion may be given, but even then a trans- 
fusion of serum may be better. Blood cultures 
should frequently be made, and if positive for cer- 
tain kinds of streptococci, serum which contains 
antibodies for these organisms may be given. Its 
use has apparently saved some lives. 


3. Postinfection, Depletion and Prostration.— 
Transfusion is frequently used in the state of de- 
pression which follows a severe infection. The 
reasons given by those who employ it are not always 
clear. It is frequently referred to as a “boost.” If 
the patient is severely anemic, a transfusion may 
be allowed; but it seems to be of value only to the 
exact extent of the amount of blood which is added, 
never more than 10 or 20 per cent of the patient’s 
total blood volume. Many patients who have been 
severely ill will be depressed in various ways for 
weeks and months ; children frequently show a per- 
sistent fatigue. It appears that what these patients 
need is chiefly rest, no matter how long it takes, 
and food, and an improvement in their mental and 
physical hygiene plus an iron tonic. Antibodies and 
the other restorative factors of fresh serum, which 
a transfusion is supposed to furnish in this con- 
dition, are extremely doubtful unless the donor’s 
blood is tested. It is better to use a known im- 
mune serum. In certain convalescent conditions 


the patient’s blood shows an increased tendency to 
clot, and to add new blood at this time will create 


a hazard of thrombosis. Patients have sometimes 
died during or soon after transfusions for reasons 
that are unexplainable, and seem to have something 
to do with a sudden coagulation and obstruction of 
capillaries. 

4. Leukopenia.—This condition is found in chil- 
dren as a result of the use of arsenic preparation 
and a few other drugs, but most commonly as the 
result of chronic or acute infections. It is not very 
uncommon and it may become more common. 
These patients are very ill, and transfusions are 
given as emergency treatment. The question is 
always asked, is the patient ill because of a low 
white count or is the white count low because of 
the main illness? Transfusions depress the blood- 
forming system for a time and decrease the white 
count as a rule, although they may occasionally 
increase it. The reticulocytes are decreased. It is a 
common observation that blood counts done every 
day after a transfusion will show that the blood 
elements stand still. In leukemia a transfusion 
causes the white count to drop. If these things are 
so, then it is not rational to give a transfusion for 
leukopenia, because the white count is apt to drop 
still lower. In spite of the above contraindications, 
the patient may have to be transfused if necrosis 
of throat tissues threatens to occur. 

5. Surgical — Preoperative and Postoperative 
States—Transfusion is very popular with some 
surgeons, and is given as a routine measure by them. 
The reasons advanced are often not satisfactory, 
and are not founded on any known requirement, 
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but seem to depend upon the empirical beliefs of 
these surgeons. The need of such transfusions is 
doubtful, and their value is impossible to measure. 
One nose and throat surgeon may give a transfusion 
before all of his mastoid operations, while another 
surgeon may never use it and the ultimate results 
in the two groups of patients will be the same. One 
example of irrational procedure may be cited—that 
of giving a transfusion before or after a brain oper- 
ation. In this condition, with the many delicate 
ligatures of brain vessels and the danger of hemor- 
rhage, it is not desirable to raise the blood pressure, 
and yet this is just what such a transfusion will do. 

6. Epidemic Disease Prevention —Whole-blood 
transfusion and serum by intramuscular injection 
are used to fortify the body against several specific 
ailments either before or after onset. An outstand- 
ing example is poliomyelitis. So far it has not been 
possible to show statistically that poliomyelitis im- 
mune serum has mitigated an epidemic or has pre- 
vented cases. .The titer of immune bodies in any 
donor or in any pool of serum may be high; it may 
be low; it can be known only by determining its 
protective value for monkeys. 

CONDITIONS IN WHICH TRANSFUSION IS CONTRA- 
INDICATED : 

1. Uncomplicated Anemias Due to Lack of Iron. 
This is a very common condition at all ages and 
particularly in infancy. Patients with a hemoglobin 
of 50 or 40 per cent, or even lower, do not need 
to be transfused. The administration of sufficient 
quantities of inorganic iron compounds by mouth 
for a moderate length of time will restore the hemo- 
globin of these patients to a normal condition. Of 
course, the main cause of the defect will have to be 
corrected. 

2. Pneumonia With Embarrassed Circulation — 
This has already been mentioned, and the reason 
stated why it is wrong to force more blood into 
an already overworking heart. The withdrawal of 
blood—that is, venesection—is probably better. 


3. Nephritis—Most patients with chronic neph- 
ritis look anemic, but are only moderately so. Pa- 
tients with nephrosis have a surprisingly good blood 
count. Their white appearance is due to edema of 
the skin or perhaps to a capillary constriction. 
Plasma proteins are, of course, frequently ab- 
normally low, and a transfusion of normal plasma 
has been used to combat edema, but without much 
success. The transfusion of whole blood does not 
help the condition of nephritis at all; in fact, it 
probably increases the load on the damaged kidneys 
to excrete the new substances which have been 
added. Transfusions in cases of nephritis some- 
ties have been followed by anuria. 


4. Recovery Stage of Infection.—It has already 
been stated that here there are increased protein 
and platelets in the blood with increased tendency 
to coagulation, and that the addition of transfused 
blood at this time is somewhat dangerous. Sudden 
deaths have occurred for reasons difficult to ex- 
plain. Transfusion is at least not necessary. 


5. Allergy—When transfusing a patient who is 
highly sensitive to certain proteins, it must be care- 
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fully ascertained that the blood of the donor does 
not offend by containing these proteins, which it 
may do at all times, and particularly after the donor 
has just eaten. 


6. Acidosis——A patient in this condition has 
abnormal substances in the blood which are ex- 
creted as organic acids. These substances are 
known to cause increased precipitation of hemo- 
globin ; and, therefore, such a patient should have 
the acidosis corrected before transfusion of blood 
is given. Particularly should fluid be given to such 
a patient, and the acidosis and anhydremia corrected 
before the patient’s blood is matched against donors, 
as the results may be different under these altered 


conditions. 
* 7 a 


III. METHODS OF TRANSFUSION 


CiiFForD Sweet, M.D. (2940 Summit Avenue, 
Oakland ).—Two methods of blood transfusion are 
in general use in the care of infants and children, 
namely, the transference of whole blood from the 
donor to recipient by the Lindemann multiple 
syringe method, and the indirect method by which 
the donor’s blood is collected and mixed with 
sodium citrate solution, and then given after vary- 
ing intervals of time to the patient by gravity or 
syringe, intravenously, intra-abdominally, or even 
subcutaneously. 

The advantages of the multiple syringe method 
are not great, since there is no proof that the im- 
mediate transfer of undiluted blood from donor to 
patient is of any greater benefit than a correspond- 
ing amount of blood which has been citrated. On 
the other hand, the technical difficulties of this 
method are numerous when compared with the in- 
direct, citrate method: (1) The multiple syringe 
method requires two skilled operators who can 
work together as a team, a nurse who can pass the 
syringes to both operators in a satisfactory manner, 
and a second nurse or orderly who can hold the 
patient if he is refractory, while a third unscrubbed 
nurse should also be present in case of need. When 
the citrate method is used, the blood can easily be 
collected by one operator with the assistance of one 
nurse, and can usually be given to the patient later 
by the same two persons. ( 2) In order to avoid any 
possibility of transferring infection from the pa- 
tient to the donor, enough syringes must be pro- 
vided so that each syringe is used only once ; while 
if citrated blood is injected by the syringe method, 
only two syringes are needed—one to be filled by 
the nur se, while the other is being emptied into the 
patient’s vein. (3) A much greater degree of skill 
is required to keep a needle in the lumen of a vein, 
while numerous syringes are being attached and 
disconnected, than when the needle is merely held 
in place while blood is flowing from the donor into 
a partial vacuum flask containing citrate, or when 
it is flowing into the vein of a patient (especially 
a small child) by gravity. (4) A transfusion of 
undiluted blood must be done quickly in order to 
avoid clotting, and in certain instances it may be 
undesirable, if not dangerous, to suddenly increase 
the volume of the circulating blood in a very young, 
acutely ill, or feeble patient, such as a child with 


Vol. 48, No. 4 


pneumonia, a feeble or premature infant, or a child 
with a congenital heart disease, while a citrated 
blood transfusion can be given as slowly as need 
may dictate, even by the continuous intravenous 
drip method. Also the danger from reaction is re- 
duced when the blood is introduced more slowly. 
(5) While it is possible to set up for a transfusion 
of undiluted blood in the patient’s room when he 
cannot be taken to the operating room, it is much 
simpler to take citrated blood to the patient and 
give it as one would any other fluid by vein. 
(6) Citrated blood can be taken from the donor in 
sufficient amount at one time for two or more trans- 
fusions on successive days, provided it is kept in 
storage at low temperature. 

Despite all the advantages of the citrate method, 
the writer prefers to use the multiple-syringe 
method of giving undiluted blood whenever 
possible. 

However skillful the operator may be, he may 
fail if he does not give careful attention to the 
needles he uses. If the needle has a long, spear-type 
point, the danger of piercing the posterior w all of 
the vein is greatly increased. The bevel of the point 
should not exceed 60 degrees, and the needle should 
be sharpened to a razor-edge on a fine stone. The 


point should not only be sharp with cutting edges, 
but narrow enough to pick up and transfix the outer 
wall of the child’s small, movable vein ; the lumen 
of the needle should be as smooth as possible, and 
to insure this it should be thoroughly polished with 
fine dampened emery, or other abrasive material, 
carried upon the largest possible adapter. 


A short 
needle is much better than a long one since it is 
easier to aim accurately at short range than at long. 
Introducing the needle until the hilt is pushed 
firmly against the overlying skin assists greatly in 
keeping the needle in place. Since I learned sev- 
eral years ago, from Dr. A. H. Ziler of Los Angeles, 
to thus “lock” the needle in place, I have had very 
little difficulty in staying in the lumen of even very 
small veins. A Fordyce wing, which is readily 
attached to any needle after the manner of an 
adapter, gives one a firm handle for holding the 
needle in place, and I prefer to introduce the needle 
into the vein with only the wing attached, rather 
than to do so with the needle mounted on a syringe 
The skin is anesthetized with one per cent pro- 
cain at the chosen site, the needle is introduced 
through the skin at an acute angle, and the vein 
is then fished for until the point engages the outer 
wall sufficiently for the vein to follow trial move- 
ments of the needle, after which the base of the 
needle is depressed until it is nearly parallel with 
the skin, and then moved forward in the lumen 
of the vein until the hilt brings the skin taut in 
the line of entrance. During the forward mo\ 
ment of the needle, the wing is held as one hol! 
a pen or a scalpel, since any rigidity in the ope 
ator’s hand greatly increases the probability oi 
going through the vein rather than along the lumen. 
If syringes are used, they should be held with 
the hand relaxed until connected to the needle, and 
then the connection made firm by clockwise rotation 
of the syringe. Detachment should be accomplished 
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by short counter clockwise rotations of the syringe, 
thus avoiding pushing or pulling on the needle. 

The sites for transfusing infants and children 
are several, namely, the scalp veins, the jugular, 
the anterior cubital at the elbow, the internal saphe- 
nous, just anterior to the internal malleolus of the 
tibia, and the superior longitudinal sinus. The last- 
mentioned should not be used, but if one has the 
temerity to choose this route, he should use the 
citrate method and introduce the blood only under 
the lowest possible pressure of gravity. 

The scalp veins in infants can often be used for 
the introduction of citrated blood under syringe 
pressure. The jugular vein is often the easiest one 
to use in infants, and even older children, provided 
the head is held firmly, fully extended over a sand 
bag or the end of the table, and at the same time 
strongly rotated laterally in order to prevent the 
jaw acting as an obstruction to a direct line of ap- 
proach ; and, most important of all, that the needle 
be introduced along the lumen of the vein for a 
great enough distance, preferably about an inch, so 
that the movements produced by the child’s breath- 
ing and crying will not lift the vein off the needle. 


The internal saphenous at the ankle must be 
exposed by cutting down upon it under local an- 
esthesia in very young infants, nicking it with a 
knife-point or a small, sharp-pointed pair of scis- 
sors, and introducing a blunt needle or a fine canula 
into it, through which citrated blood can be readily 
given. This is the best site and method for trans- 
fusing new-born infants, and if faced with the 
necessity of cutting down on the vein of an older 
child, scarring at this point is least objectionable. 
A considerable number of older children who have 
very small arm veins, or whose arm veins are ob- 
scured by subcutaneous fat, present an ankle vein 
which can be readily entered by a needle punc- 
ture—provided the needle is very sharp. A few in- 
fants and most older children have arm veins which 
can readily be used for transfusion. 


The proper use of a local anesthetic is important 
in order to reduce the struggles of the child and 
to prevent the operator from hurrying to get the 
needle well placed in the lumen of the vein. Haste 
at this point usually means failure. Also the child’s 
arm must not move during the transfusion. I sup- 
pose the arm could be fastened to a splint, although 
I have not used this method. The child should be 
completely restrained, by firm wrapping in a 
blanket, leaving only his head and the arm to be 
used exposed. A small sand bag or folded towel 
should be placed under the child’s elbow, in order 
to extend the arm fully. A nurse should then be 
seated on a stool beside the head of the table, and 
instructed (the best method of instruction is demon- 
stration by the operator) to grasp the child’s shoul- 
der firmly in her hand with the fingers spread fan- 
wise over the patient’s scapula, and the thumb 
placed emphatic, exactly over the acromian process. 
With this hand the patient’s shoulder is held firmly 
against the table; with the other hand she takes a 
firm grip on the patient’s free hand from beneath 
with her thumb across his palm and the patient’s 
thumb under her palm. She must not only fully 
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extend the patient’s elbow and prevent any flexion, 
but she must also prevent any rotation of the fore- 
arm. If the particulars of the above-described 
hand grip are not fully observed, rotation of the 
forearm, with dislodgement of the needle from the 
lumen of the vein, will almost certainly result. 
Proper placing of the nurse in a comfortable pos- 
ture, with the elbow of her hand holding the arm 
well flexed and resting on her knee, or on a table 
or stool, will enable her to hold the child’s arm 
motionless for a sufficient time, while she will be 
entirely out of the way of the operator, who is 
seated on the opposite side of the child’s arm. I am 
indebted to Dr. Q. O. Gilbert of Oakland for this 
most excellent way of holding the patient’s arm. 


One other small detail of technique, attention to 
which raises the percentage of successful trans- 
fusion greatly, is the placing of the tourniquet just 
tight enough to fully distend the vein to be used, 
but without interfering with the continuance of 
circulation. Even though several readjustments 
must be made, time is eventually saved and failure 
will less often result. 


Use of Benzedrine Sulfate in Seasickness.—Hill ex- 
amined one hundred cases of seasickness. Except as con- 
ditions of hypertension, cardiac disease and unusual degrees 
of excitability contraindicate the use of benzedrine sulfate, 
these cases were taken consecutively as they presented 
themselves. The group comprised eighty-two women and 
eighteen men. Their average ages were 36.6 and 33.2, 
respectively. Satisfactory results were obtained in thirty- 
nine cases, in all of which the improvement was unequivo- 
cal, every likely fallacy having been carefully excluded. 
Those responding to benzedrine alone showed a mean pulse 
rate of 69 recumbent, increasing by 18 per cent on sitting 
up; in the group of failures the corresponding figures were 
77 and 11 per cent; that is to say, a tendency to vagotonia 
predominated in the first group. It is doubtless in the vago- 
tonic variety of seasickness that benzedrine finds its greatest 
usefulness. In its mode of onset this sickness reproduces 
in slow motion the prologue to an attack of syncope. The 
clinical signs point to a disturbance of the stabilizing con- 
trol of the circulation whereby the effects of low arterial 
pressure are neutralized by tachycardia, and vice versa. 
Doubtful cases numbered forty. This group comprised not 
only those of whom it was doubtful whether they had im- 
proved, but also those concerning whom there was any 
room for doubt as to how improvement had been brought 
about. Psychologic factors were reckoned with. Analysis 
of the twenty-one cases which failed to respond to benze- 
drin shows that most cases of seasickness are amphotonic. 
In some cases of extreme vagotonia the dosage (usually 
from 10 to 20 milligrams) was apparently not adequate; 
insufficient attention was paid to the influence of consti- 
pation. A study of the data provided here described yields 
two generalizations regarding the action of benzedrin. 
(1) When euphoria has resulted, the subsequent depression 
is insignificant in degree and duration compared with the 
preceding exaltation; probably the reaction coincides with 
the period of sleep. (2) The effects appear rapidly but are 
long-continued, as if a succession of interdependent physio- 
logic changes had been initiated by the action of the drug. 
The rapid effect on gastric spasm, suggesting a local action, 
is obviously of great value in seasickness. It is remarkable 
how seldom benzedrin is vomited, even by patients who 
have openly despaired of being able to retain it. Enthusiasm 
for a new drug must be tempered with sound skepticism 
and the results scrutinized with care. For the suppression 
of sympathetic activity, especially that associated with 
dread of seasickness, bromids rank high. Benzedrin sulfate 
has great possibilities of usefulness in certain cases of sea- 
sickness ‘in which there are signs of excessive vagus 
activity —British Medical Journal. 
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OFFICIAL BUSINESS 


1. Council Minutes, Two Hundred and Sixtieth Meeting, 
February 26, 1938. 


COUNCIL MINUTES 


Minutes of the Two Hundred and Sixtieth Meeting of 
the Council of the California Medical 
Association* 


Held in Room 302, Sir Francis Drake Hotel, San Fran- 
cisco, Saturday, February 26, 1938, at 9:30 a. m. 

1. Call to Order.—The meeting was called to order by 
the Chairman, Morton R. Gibbons, with the following mem- 
bers present: President Howard Morrow, President-elect 
William W. Roblee, Past President Edward M. Pallette, 
Speaker Lowell S. Goin, Chairman of the Council Morton 
R. Gibbons, Chairman of the Auditing Committee Karl L. 
Schaupp; Councilors Calvert L. Emmons, Carl R. How- 
son, Louis A. Packard, Axcel E. Anderson, Alfred L. Phil- 
lips, O. D. Hamlin, F. N. Scatena, T. H. Kelly, H. Rogers, 
Harry H. Wilson, J. B. Harris; Chairman of Public Re- 
lations Committee Charles A. Dukes, Secretary F. C. 
Warnshuis, Editor George H. Kress, General Counsel 
Hartley F. Peart and his associate, Mr. Howard Hassard. 

Absent: Doctors Tanner and Kiger. 

2. County Hospitals.—Louis A. Packard, Chairman of 
the Special Committee of the Council on County Hospitals, 
presented a report for the committee and submitted points 
agreed upon and those to be considered. Members of the 
Council then reported on conditions in the various counties 
throughout the State. The value of institutions com- 
missions was discussed in detail. It was suggested that the 
situation be discussed with interested civic organizations. 

On motion of Edward M. Pallette, seconded by Lowell S. 
Goin, the question of securing an institutions commission 
was submitted to an informal vote. 

The Council members were unanimous in their disap- 
proving the undertaking at this time of the enactment to 
provide an institutions commission. 

On motion of Louis A. Packard, seconded by Axcel A. 
Anderson, the informal vote disapproving the sponsoring 
of an initiative for a state institutions commission was de- 
clared to be the formal vote of the Council. 

Further discussion of the county hospital problem was 
deferred until the afternoon session of the Council, at which 
time a supplementary report was to be submitted by the 
Special Committee. 

3. Annual Session.—Attendance at the annual session 
at Pasadena was discussed and it was decided to order 
1,750 programs and badges for that meeting. 

4. Medical Survey by American Medical Association. 
The Secretary read a letter from the American Medical 
Association outlining its plan for making a survey of the 
medical needs of each county through the codperation of 
county and state medical organizations. 


* The minutes of the two hundred and fifty-ninth meet- 
ing of the Council of the California Medical Association 
were printed in the February, 1938, issue of CALIFORNIA 
AND WESTERN MEDICINE, page 125. Minutes in this series 
now printed are for the two hundred and sixtieth meeting. 
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It was moved by Charles A. Dukes, seconded by Calvert 
Emmons, that the Secretary be instructed to codperate 
with the American Medical Association in the consumma- 
tion of its program. Carried. 

5. Contribution for Entertainment for American 
Medical Association.—The Secretary reported that the 
mail vote of the Council approved the contribution of 
$1,000 from the Association’s funds for the entertainment 
of the American Medical Association during its meeting in 
San Francisco. 

It was moved by Harry H. Wilson, seconded by A. E. 
Anderson, that the mail vote be approved and made the 
official vote of the Council. Carried. 

6. County Society Affiliation.—Discussion was had of 
affiliation of physicians residing in counties where no 
county societies existed on account of the small number of 
physicians located in such counties. 

It was moved by Edward M. Pallette, seconded by Louis 
A. Packard, that a committee of two be appointed by the 
Chairman to work up recommendations governing the 
affiliation of physicians residing in sparsely settled districts 
where no county societies exist. Carried. 

7. Committee on Public Relations Report.—The Com- 
mittee on Public Relations reported that it had arranged 
a conference on February 27 with representatives of Ore- 
gon and Washington state medical associations. 

8. Projectors.—Bids on projection lanterns for use at 
annual sessions were presented. 

It was moved by Junius B. Harris, seconded by Edward 
Pallette, that the Secretary be empowered to arrange for 
reconditioning of the projection lanterns and to purchase 
aluminum screens. Carried. 

9. Membership Certificates.—Letter from the Secre- 
tary of the Alameda County Medical Association regarding 
membership certificates and pocket membership cards was 
presented for the information of the Council. The com- 
munication was ordered filed. 

10. State Institutions.—Correspondence regarding the 
complaint of a member relating to one of the state institu- 
tions was presented. 

The Secretary was instructed to advise the member that 
such complaints should be filed with the Director of Insti- 
tutions, State of California. 

11. Medical Economics Committee.—Resignation of 
Percy T. Magan of the Committee on Medical Economics 
was presented and, on motion of Charles A. Dukes, sec- 
onded by Howard Morrow, the resignation was accepted 
with regret and deep appreciation of the work done on this 
committee. Carried. 

It was moved by Howard Morrow, seconded by Junius 
Harris, that Edward M. Pallette be appointed member of 
the Committee on Medical Economics for the unexpired 
term of Doctor Magan, term expiring 1940. Carried. 

12. Luncheon.—At this point adjournment was taken 
for luncheon. 

13. Call to Order.—The meeting was called to order by 
the Chairman. 

14. Farm Security Administration—President Mor- 
row presented a letter from the U. S. Department of 
Agriculture Farm Security Administration asking the co- 
operation of the county and state medical associations in 
furnishing medical and hospital care to migratory agri- 
cultural workers. 

It was moved by Karl Schaupp, seconded by Charles A. 
Dukes, that the Council give its approval to the plan in 
principle and that the President of the California Medical 
Association appoint a committee to work out the details 
consistent with the general principles and policies of the 
California Medical Association. Carried. 

15. Exhibitors at Annual Session.—The Secretary was 
instructed to inform all exhibitors at our annual session at 
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Pasadena that we do not carry insurance on their exhibits 
covering loss by fire, theft or damage, and that they should 
carry such insurance. 


16. Mailing of “Journal.”—Discussion was had of the 
manner of mailing CALIFORNIA AND WESTERN MEDICINE. 
The Council felt that the present manner of mailing was 
satisfactory and the additional cost of mailing flat in enve- 
lopes was not justified. 


17. Hearing of Ross Carter and Roy Stevenson.—The 
hour of 2 p. m. having arrived, the Council proceeded to 
hear the appeals of Ross Carter and H. Roy Stevenson of 
San Diego from the disciplinary action of the San Diego 
County Medical Society. The hearing was adjourned to a 
future date to be fixed by the Chairman. 


18. Proposed Amendment to Disciplinary Code.— 
Lowell S. Goin submitted a report on proposed amend- 
ments to the By-Laws governing disciplinary procedures. 

It was moved by Lowell S. Goin, seconded by Howard 
Morrow, that the Council recommend to the House of 
Delegates that Section 3, Chapter II, paragraph 7, be 
amended to correct a grammatical error by striking out 
the words “may be” in line 17 following the words “the 
answer or answers.” Carried. 

Doctor Goin then read the remainder of the report for 
the information of the Council. 

It was moved by T. Henshaw Kelly, seconded by J. B. 
Harris, that copies of the report be submitted to each mem- 
ber of the Council for study and action at the first meeting 
of the Council at Pasadena. Carried. 

18a. Membership.—It was moved by Lowell S. Goin, 
seconded by Howard Morrow, that the report of the Spe- 
cial Committee on retired and honorary membership be 
approved. Carried. 

19. Criminal Insane.—It was moved by George H. 
Kress, seconded by J. B. Harris, that 1,000 reprints of the 
article on “Criminal Insane,” by Ruggles Cushman, be 
made for future use. Carried. 


20. Resolutions.—The Secretary of the Association was 
instructed to call the attention of component county so- 
cieties to the inadvisability of having the language of reso- 
lutions so worded that members construe such resolutions 
to be by-laws. 


21. Legal Department.—The General Counsel reported 
on the case of Graun vs. Harder; the Pacific Health Cor- 
poration and the Tator case. 

The General Counsel, in accordance with previous action 
of the House of Delegates, was instructed to submit a re- 
port on malpractice at the annual session. 

It was moved by Lowell S. Goin, seconded by Karl L. 
Schaupp, that the General Counsel assist in the Pacific 
Health Corporation case. Carried. 


22. Golden Gate Exposition.—President Morrow pre- 
sented a letter from the Executive Officer of the Golden 
Gate International Exposition and stated that $200,000 
would be devoted to the health and science exhibit. 

After discussion, on motion of Edward Pallette, seconded 
by Howard Morrow, Dr. Karl F. Myers was elected a 
member of the Association’s Advisory Committee to the 
Golden Gate Exposition. Carried. 

It was moved by Harry Wilson, seconded by T. Hen- 
shaw Kelly, that Doctor Kelly notify the Director of the 
Exposition that our Association’s Committee which was 
appointed in response to their request, of which Doctors 
T. Henshaw Kelly, Edward Pallette, F. C. Warnshuis, and 
Hartley Peart are members, now includes Dr. Karl Myers 
and stands ready to codperate with them. Carried. 

23. Ethics.—It was moved by Lowell S. Goin, seconded 
by Alfred Phillips, that the Council recommend to the 
House of Delegates that it instruct its delegates to com- 
mence to move for an American Medical Association com- 
mittee on the revision of the Code of Ethics. Carried. 

24. County Hospitals—It was moved by Louis Pack- 
ard, seconded by Howard Morrow, that the Chairman of 
the Council arrange for representatives of the State Farm 
Bureau to confer with a committee of the California Medi- 
cal Association, time and place to be arranged by the com- 
mittee. Carried. 

It was moved by Louis Packard, seconded by Lowell S. 
Goin, that the Chairman of the Council appoint a com- 
mittee to represent the California Medical Association in 
conference with representatives of the State Supervisors 
Association. Carried. 
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25. San Francisco Municipal Employees.—T. Hen- 
shaw Kelly reported for the information of the Council on 
the plan of medical care for employees of the City and 
County of San Francisco. 

26. Council Meeting.—The date of the next Council 
meeting was fixed as May 8, 1938, at 8 p. m., Hotel Hunt- 
ington, Pasadena. 

27. Adjournment.—There being no further business, the 
meeting adjourned. Morton R. Grssons, Chairman. 

F,. C. Warnsuults, Secretary. 


THIS MONTH'S TOPICS* 


ASSOCIATION ACTIVITIES 
Program, Annual Session. 

. Reduced Railroad Rates, Annual Session. 
Is There a Lack of Medical Care? 
Pacific Coast Conference. 

County Society Appraisal. 

. California Medical Association. 

. What’s Wrong? 

. Passing Comment. 


COND Wp why 


DEPARTMENT OF PUBLIC RELATIONS 


. Developments in Hospital Insurance. 
. Contract Practice. 


PROGRAM, ANNUAL SESSION 


This issue contains, in supplement form, the official pro- 
gram for the annual session in Pasadena, May 8 to 12. 
There will also be found in that supplement the annual 
reports of officers and committees. 


Members are urged to read these reports. They sum- 
marize the year’s activity and acquaint you with the work 
that is being carried on in behalf of every member. They 
reveal facts to you and with which you should be familiar. 
Know your Association. These reports make it possible 
for you to become reliably informed. 

The program for the annual session is an outstanding one. 
The subjects are timely and will be presented by capable 
men. Attendance at these general and section meetings will 
be profitable and well worth the time of every member. 
Plan to be present. Write to the manager of the Hotel 
Huntington for your room reservations. A cordial invi- 
tation is extended to every member to attend this sixty- 
seventh annual session. 


DELEGATES 


A direct and important responsibility rests upon every 
delegate to read these annual reports. It is essential that 
he be informed as to their nature and contained recom- 
mendations. This information will enable delegates to ade- 
quately represent their respective county organizations in 
the deliberations of the House of Delegates. Delegates 
should discuss these reports with their county society mem- 
bers in order to gain the reaction and desires of local 
members. Delegates are expected to express the wishes of 
their county society and conform to the instructions ex- 
pressed. A delegate is not an individualist, for he serves 
and acts for those whom he represents. To record that 
representation, the delegate must ascertain the desires and 
opinions of his constituents. 


INVITED GUESTS 


For each annual session four out-of-state distinguished 
clinicians are invited to participate in the scientific pro- 
gram. Our Association has been honored this year by the 
acceptance on the part of four well known and distinguished 
medical men of invitations to participate in the program of 
our sixty-seventh annual session, in Pasadena, May 8 to 12. 
The following invited guests constitute the group: 

Udo J. Wile, M.D., Ann Arbor, Michigan, Professor of 
Dermatology and Syphilology, University of Michigan 
Medical Department. 

Alfred Blalock, M.D., Nashville, Tennessee, Professor 
of Surgery, Vanderbilt University. 

T. R. Harrison, M.D., Nashville, Tennessee, Professor 
of Medicine, Vanderbilt University. 

Alexis F. Hartmann, M.D., Department of Pediatrics, 
Washington University, St. Louis, Missouri. 


* All articles listed under the caption, ‘‘This Month’s 
Topics,’’ have been written and sent to the Editor by the 
Association Secretary, Dr. Frederick C. Warnshuis. 
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GENERAL MEETINGS 


The opening general meeting on Monday at 10 a. m. will 
be addressed by President Howard Morrow and Dr. Udo 
J. Wile of the University of Michigan. 

The general meeting on Tuesday will be devoted to a 
clinical pathological conference conducted by Drs. Alfred 
Blalock and T. R. Harrison of Vanderbilt University. 

The third general meeting, on Wednesday morning, will 
be addressed by Dr. Alexis F. Hartmann of St. Louis, Mis- 
souri, and by Dr. C. Frederic Fluhmann of Stanford Uni- 
versity (by invitation). 

These three general meetings afford opportunities to hear 
six outstanding presentations that will be of extraordinary 
interest and value. 

MEETING PLACE 

All sessions of the California Medical Association will 
be held in the Huntington Hotel. Registration, scientific 
and commercial exhibits will be located in the Patio, which 
will be covered by a canvas. This will transform the Patio 
into a very excellent exhibition center. Hotel reservations 
may be secured through direct communication with the 
manager of the Huntington Hotel. 


ATTENDANCE 


With 2,300 members resident in Los Angeles County, it 
is anticipated that the registration and attendance will be 
the largest in the history of the Association. Every mem- 
ber able to do so should embrace this opportunity. 


REDUCED RAILROAD RATES, ANNUAL SESSION 

Those planning to go to the annual session in Pasadena 
by train are entitled to reduced fare. To obtain this reduc- 
tion it is necessary to present an official certificate to the 
agent at the time when you purchase your round-trip ticket. 
This certificate may be obtained by sending a stamped 
self-addressed envelope to the office of the State Secretary. 
Remember, a certificate is necessary. Send for it today. 


RAILROAD FARES 
Following are examples of round-trip convention fares 
from points named below to Pasadena, California, avail- 
able on presentation of this form of certificate : 
Auburn . sesesseeeeeeee 15.05 Paso Robles . 
Bakersfield 5.55 Redding 
Barstow 4.00 Sacramento ..... 


... 8.20 
- 19.05 
- 13.95 


Calexico . 
SO eae 
El Centro . 
Fresno . : 
Los Angeles 
Marysville . 
Merced 
Modesto 
Needles 
Oakland 


Salinas at caidas 
San Bernardino .......... 
San Diego 

San Francisco 
RNID nics cisanecepunniel 
San Luis Obispo .......... 
Santa Barbara 
Stockton 

Tulare 

Visalia 


Oroville Woodland 


IS THERE A LACK OF MEDICAL CARE? 


It is axiomatic that for a satisfactory solution of a prob- 
lem there must be a clear understanding of the nature of the 
problem. Impinging facts and factors must be compiled 
and plans for remedying unsatisfactory conditions must be 
based upon dependable evidence. 


For several years there has been much talk and many 
statements issued asserting that there was a widespread 
condition in which many people were without medical care. 
Some went so far as to state that from 30 to 40 per cent of 
the population of this country were being deprived of medi- 
cal care. More lately certain governmental agents, econo- 
mists and social workers have persistently repeated such 
statements, and as far as could be learned their statements 
were supported by few and questionable facts. To those 
who are earnestly concerned and interested, the instances 
cited were not convincing, nor were they felt to be depend- 
able. In many of the statements it was apparent that these 
analyses and conclusions presented evidence that they had 
been formulated to conform to the preconceived opinions, 
ideas and purposes of certain individuals and probably dis- 
torted to serve personal quests. 

A few years ago the American Medical Association made 
a limited inquiry. Contacts were made in different parts of 
the country with mayors, supervisors, welfare agents, com- 
missioners and legislators. These public officials were 
asked if they knew of any person who had died or had been 
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forced to go without medical care. Also, if they knew any- 
one or any group in their community that lacked medical 
care. This inquiry did not uncover any person or commu- 
nity that needed or couldn’t obtain medical care and service. 


In the last year or two there have been additional surveys 
by individuals or groups. As a result there has again arisen 
a number of statements reaffirming the existence of the lack 
of medical care for a large percentage of a given population 
The manner in which these surveys were made, the in- 
competency of many of the investigators, and field workers, 
the manner in which data was compiled and the inaccuracies 
of the conclusions created lack of confidence. Trained, 
competent statisticians and economists were unwilling to 
accept the data that was presented. To them the findings 
did not warrant the facts claimed, and these experienced, 
competent authorities were unconvinced that the conditions 
were as they were represented. 


More recently, and from several and varied sources, the 
declarations have been more widespread and persistent that 
many people were in want for medical care. Statements 
were and are being made that the medical profession 
through its several organizational units was stubbornly re- 
fusing to recognize the situation. That it was assuming a 
“stand pat” role. That is was acting as “obstructionist.” 
That it declined to act. It was told to do something to cor- 
rect conditions or that it would be done for them. 


The traditions of the medical profession unfailingly dem- 
onstrate that medical men and accredited medical organiza- 
tions have always held the health welfare of the people as 
their chief concern. The quest has always been to safeguard 
and enhance the health needs of the public individually as 
well as collectively. In true humanitarianism it has served 
in meeting and administering to the medical needs of man- 
kind. 

True to those traditions and earnestly desirous of ascer- 
taining whether there does exist a lack of medical care for 
groups of people and to establish or disapprove that state- 
ment with accuracy and dependability, the American Medi- 
cal Association, through its constituent state and county 
units, will undertake a study and survey as to the avail- 
ability of medical care in this country. 


PLAN OF SURVEY 2 


As outlined in the article to which reference is given, 
complete survey blanks will be sent to every state organiza- 
tion. State organizations will perfect the details with their 
county units. County societies, through their members, will 
secure the local findings requested in these blanks. These 
will then be collected and returned to the American Medi- 
cal Association Bureau of Economics. Definite instruc- 
tions will be sent to each county secretary as soon as the 
Bureau of Economics forwards these supplies. 


It can be confidently expected that the information ob- 
tained will be compiled, findings tabulated and conclusions 
formulated by the most competent, unbiased and experi- 
enced statisticians and analysts. Thus there will be made 
available, for the first time, a true picture of actual condi- 
tions and needs. Possessed of these facts, if the need is 
shown, the American Medical Association and its units 
will devise the means, as it alone is capable and competent 
to do, to remedy any untoward conditions and continue to 
make medical care available wherever it is needed. 


Pending the presentation of these facts ill advised and 
unwarranted plans should be held in abeyance and dis- 
couraged. 


PACIFIC COAST CONFERENCE 


On Sunday, February 27, by invitation from our Assi 
ciation, representatives from the state medical organiza 
tions of Washington, Oregon and California met in confe: 
ence in San Francisco. The following were present : 

Elijah Clements Leach, M.D., Arlington, Washington 

Myron S. Jared, M.D., 1215 Fourth Avenue, Seattle 
Washington. 

Charles E. Hunt, M.D., 132 East Broadway, Eugene. 
Oregon. 

Regner W. Kullberg, M.D., 9 Pacific Avenue, Astoria 
Oregon. 


1 See p. 77b, Journal of the American Medical Associatio 
February 12, 1938. 


2 Ibid. 
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Mr. Clyde Coley, Medico-Dental-Building, Portland, 
Oregon. 

Charles Edwin Sears, M.D., 1020 South Taylor Street, 
Portland, Oregon. 

Charles Sweeney, M.D., 35 North Central Avenue, Med- 
ford, Oregon, en 

John H. Fitzgibbons, M.D., 812 Southwest Washington 
Street, Portland, Oregon. ; : 

Morton R. Gibbons, M.D., 350 Post Street, San Fran- 
cisco. 

Vincent Askey, M.D., 1930 Wilshire Boulevard, Los 
Angeles. 

Axcel E. Anderson, M.D., 1759 Fulton Street, Fresno. 

Karl L. Schaupp, M.D., 490 Post Street, San Francisco. 

T. Henshaw Kelly, M.D., 490 Post Street, San Fran- 
cisco. 

Louis A. Packard, M.D., 1412 Seventeenth Street, Bak- 
ersfield. 
John Ruddock, M.D., 
Angeles. : 

Henry S. Rogers, M.D.. 159 Kentucky Street, Petaluma. 

John H. Graves, M.D., 977 Valencia Street, San Fran- 
cisco. 

Howard Morrow, M.D., 384 Post Street, San Fran- 
cisco. 

Charles A. Dukes, M.D., 426 Seventeenth Street, Oak- 
land. 

F. C. Warnshuis, M.D., 450 Sutter Street, San Fran- 
cisco. 

Medical, organizational, legislative, and economic sub- 
jects occupied the nine hours devoted to this conference. 

Those in attendance were so impressed with the value of 
the conference that it was decided to hold a similar one in 
Portland, Oregon, early this fall. 


1930 Wilshire Boulevard, Los 


COUNTY SOCIETY APPRAISAL 


As yearly visits to county societies continue, facts become 
outstanding and impel certain conclusions. The county 
society becomes a county institution and a factor in com- 
munity life when its members mingle with one another in 
harmony and clear understanding. There we find the non- 
existence of individual or small coterie ambitions and selfish 
quests. The spirit of “the good of the whole” predominates. 
Public confidence is established and local agencies and offi- 
cials seek, accept and are guided by the recommendations 
of the county society in matters related to public health 
welfare and wide problems of the care of the sick and the 
conservation of the health of well peoples. Such societies 
discharge their responsibilities to promote the science and 
art of medicine and the betterment of the public health. The 
members are friendly, happy and progressive. That county 
society is a going organization. 

Now let us look at the county society where the opposite 
to these conditions predominates. The members are split 
into factions and strife and discord exist. Malpractice suits 
are numerous. Public confidence is wanting. Health stand- 
ards are lower. Lay persons and public authorities handle 
health matters on a political program, ignoring the medical 
profession. The county society meetings end in discord. 
The society does not acquit itself of its responsibilities. The 
doctors lose out collectively and individually. They ignore 
their shortsightedness and moan unto themselves, but do 
nothing to rectify conditions. 

To these latter it should be said that “medicine without 
ideals and without ethics ceases to be a profession.” The 
light should dawn upon them that their future depends upon 
unity and solidarity. Cease bickering! Set about to place 
your county society house in order. 


CALIFORNIA MEDICAL ASSOCIATION 


6,008 Licensed Physicians and Surgeons 


7 y rt 


39 County Organizations 
r ¢ 7 
9 Councilor Districts 
Y Y 7 
House of Delegates 
(149 delegates chosen by the membership) 
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Council 
(23 members ) 
7 7 7 
Executive Committee 
(8 members) 
7 Y 7 
23 Standing and Special Committees 
7 7 7 
12 Scientific Sections 
7 7 7 


The foregoing reveals the democratic and representative 
plan of organization of your State Association. Work for 
it by loyal codperation. 


WHAT’S WRONG? 


At Association Nights, when Association officers visit 
county societies and discuss organizational activities and 
professional problems and interests, there is always an 
“after-gathering” for personal discussions. At these “after- 
sessions” groups gather round and present personal ques- 
tions or express individual opinions. At one of these 
sessions a member put the question—“What is wrong with 
our profession?” The answer given was “Nothing.” 

Centuries ago, one Hippocrates formulated certain prin- 
ciples that he condensed into a pledge or oath which medical 
students swore to and then some forgot. Let us quote cer- 
tain sentences : 

I will prescribe regimen in order to benefit the sick, and 
not do to them injury or wrong. ... In holiness and right- 
eousness I will pass my life and practice my art... . Into 
whatever house I enter, my entrance shall be for the benefit 
of the sick, and shall be void of all intentional injustice or 
wrongdoing. . . . I will keep silence, judging such silence 
sacred. 

Now turn to the history of the centuries that have gone 
before. Scan its pages carefully. There appears an ever- 
increasing galaxy of men of medicine who not only led, but 
also served the physical needs of the people of their day. 
And, serving, they met the problems of the hour and labored 
to refine and unfold the hidden mysteries of our medical 
science and perfected the art of its application. Thus, 
through their contributions and precepts, our profession, its 
theories and practices, its science and knowledge, reached 
the present standing and place in our social world. 

And what a glorious record has been made for medicine 
and its practitioners! There is no greater romance than the 
romance of medicine. No emergency ever arose, no pesti- 
lence or calamity occurred, no war was ever waged and no 
community ever existed in which the practitioners of medi- 
cine failed to serve with their fullest ability and capacity to 
meet the medical needs of the people. They never failed to 
respond to the call of humanity. The record of service is 
truly one of honor and, shall we not say, righteousness and 
holiness. 

This passing comment will not permit the citing of spe- 
cific illustrative instances of which there are scores on 
scores of outstanding occasions. Whatever has been good 
for the health needs of the people has come forth from 
within the ranks of the profession, and never from outside 
agencies. Whatever progress has been made has been in- 
spired and developed by our own students, men of research, 
investigators and members. Whatever were the medical 
needs of any emergency in any community, county, state or 
the nation, accredited representatives from within the pro- 
fession formulated and applied the solution. When, a few 
years ago, there were some who asserted that people were 
in want of medical care the investigations and inquiries re- 
vealed that such assertions were unfounded and without 
warrant. True, there are those who prefer not to avail 
themselves of the ministrations of physicians, and, again, 
there are those whose intelligence is of such low grade that 
by reason of their ignorance they do not seek medical serv- 
ices that are available. That situation cannot be used as a 
criticism of our profession. The point is being made that 
none need to be without medical advice and care. 

Then why the query that is being heard—“What is 
wrong?” The answer remains—‘Nothing !” 

If we enter into generalities the same query may be ad- 
vanced for the social and governmental conditions that 
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confront us today. While the answer is apparent, many 
ignore and avoid it. It is not purposed to advance the an- 
swer other than to the query that relates to medicine, physi- 
cians and medical care. 


The things that are wrong with medicine, if they can be 
designated as “wrongs”—it is preferable to refer to them 
as delay in readjustments—may be tabulated thus: 

1. Jittery instability and nonobservance of fundamentals. 

2. Quests on the part of ill-informed and unadvised, in- 
experienced individuals outside the ranks of medicine who 
seek to reform, reshape and direct our labors and our 
destiny. 

3. Wavering on the part of physicians who seek to desert 
time-tried principles and ignoring them endeavor to follow 
self-constituted principles. 

4. Nonobservance of the principles of ethics. 

5. Financial greed. 


There will be nothing wrong if men of medicine recall 
and observe Hippocrates’ last exhort—“If, then, I fulfill 
this oath and do not violate it, may I enjoy my life and art 
and be held in honor among all men forever ; but if I trans- 
gress and prove false to my oath, then may the contrary 
befall me.” 

There is nothing wrong, for, true to our traditions, 
chosen representatives in our organizational ranks will 


present and apply required solutions. May individuals con- 
form to them! 


PASSING COMMENT 


In serious accidents, a consultant’s note on the hospital 
record will refute and defeat many malpractice claims. 
Seek consultations often. 

7 7 v 


Settlement in malpractice claims stimulates additional 
claims. Demand trial and, when necessary, appeal to the 
highest courts. Observance of this policy will eventuate in 
lessening the number of claims and suits and also reduce 
premium rates. 

v v 7 


Have you paid your dues for the current year? If not, 
remit them to your county secretary today. Failure to do 
so places your name on the suspension list and that means 
that this will be the last issue of your Journal that you will 
receive until you are reinstated. Pay-your dues today. 


7 7 7 


Read the annual reports of the Supplement of this issue. 
They enlighten you upon organizational activity. 


Core 


Suit was brought by a correspondence school to collect 
on a note given for a study course. Defendant filed a cross 
petition for damages for pain and anguish suffered by 
reason of a series of letters, notes and warnings sent to him. 
A $500 judgment was given. In another case the debtor 
sued for damages for mental pain, anguish and humiliation 
which she claimed to have suffered by reason of a series of 
letters written her. The court, in sustaining a verdict giv- 
ing damages, stated that the letters were a willful intent to 
produce pain and mental anguish. 


Hence the warning to be careful as to how you write 
debtors in demanding payment. Apparently there can be 
greater pain and anguish than that caused by having to pay 
one’s bills. 

7 7 7 


We must deal collectively with the exploitation of our 
profession and the services it renders. Much depends upon 
how county societies and individual members act. Unity of 
purpose and action is the most effective method for safe- 
guarding the future of our profession. 


7 7 7 


At one time in the history of organized medicine there 
was a certain group of members in almost every county unit 
who appeared to think their highest duties were performed 
when they succeeded in carrying the yearly elections 
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through satisfactorily, and had the newly elected officers 
duly announced in all the daily papers. While this class of 
members is not entirely extinct, the vast majority of mem- 
bers appreciate the educational value of every meeting and 
regularly attend all meetings of their county and state asso- 
ciations. A member can obtain as much from his society 
as he desires. The greater his personal contribution, the 
greater his returns. Your society will be just what you 
help make it to be as an active medical organization. 


ce 


“To whom shall be given the honor of a discovery? This 
question can never be answered fully ; science is a continu- 
ous process; each investigator must of necessity build on 
the work of those who come before him. What we know, 
what we think we know, and what we think is a stream 
which flows by us and through us, fed by the far-off rivulets 
of long ago.”—Sir Michael Foster. 


7 7 7 


Are you concerned with a problem? If so, write to your 
State Association headquarters. An earnest endeavor will 
be made to be of assistance to you and send you the in- 
formation you desire to secure if it is at all possible to do so. 
It is your headquarters office and its services are at your 
disposal as one of the benefits of membership. 


v 7 7 


It would help a lot if every member would ask the detail 
men who call upon them whether his firm advertises in your 
state journal ; if not, why not; and that you give preference 
to your advertising patrons. Please cooperate. 


C. M. A. DEPARTMENT OF 
PUBLIC RELATIONSt 


Developments in Hospital Insurance 


The following is from the Journal of the American Medi- 
cal Association, issue of February 26, 1938: 


A statement issued by the trustees of the Intercoast 
Hospitalization Insurance Association of Sacramento, 
California, describes the changes in the five years of 
operation of this hospital insurance plan and affords a 
forecast of the developments in hospital insurance. 


Based on a careful study by an actuarial specialist and 
an examination report by the state insurance commis- 
sioner, it was found that the association was financially 
sound, but that insufficient reserves were being accumu- 
lated to make the organization permanently stable. In 
order to increase reserves it was suggested that either the 
cost of the policy to the member be increased, the services 
allowed to be decreased or the two methods be combined. 
The trustees of the Intercoast Hospitalization Insurance 
Association felt that an increase in the policy premium, 
which is $1 monthly or $11 annually, would prevent a large 
group of persons from becoming members. Therefore, 
partly as a result of the necessity to improve the reserve 
status and partly because of the objection to the inclusion 
of x-ray and laboratory services in a hospitalization policy 
by the California Medical Association and the American 
Medical Association, the trustees of the Intercoast Hos- 
pitalization Insurance Association voted to eliminate both 
x-ray and laboratory services from future contracts. The 
amount of services provided for women and children was 
also reduced by 25 per cent, with the exception of em- 
ployed women enrolled as a group by means of payroll 
deductions. In addition, the contracts of 350 members 
were canceled as poor risks, and special limiting riders 
will be attached to the contracts of other members who 
are considered doubtful risks. In 1936 all provisions for 
maternity care were discontinued, although this action 
caused 2,654 members to drop their policies, 


These changes were deemed essential to the financial 
stability of the Intercoast Hospitalization Insurance Asso- 


+ The complete roster of the Committee on Public Re- 
lations is printed on page 2 of the front advertising section 
of each issue. Dr. Charles A. Dukes of Oakland is the 
chairman, and Dr. F. C. Warnshuis is the secretary. Com- 
ponent county societies and California Medical Association 
members are invited to present their problems to the com- 
mittee. All communications should be sent to the director 
of the department, Dr. F. C. Warnshuis, Room 2004, Four 
Fifty Sutter Street, San Francisco. 
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ciation and were made in accordance with the best experi- 
ences of this hospital insurance plan, which has been oper- 
ating as long as any free choice group hospitalization plan 
in the United States. 


It has long been contended by the medical profession 
that the inclusion of medical services in a group hospital- 
ization contract is undesirable because of the disturbing 
effect on the practice of medical specialties in hospitals, 
such as anesthesia, pathology and radiology. It now ap- 
pears that another good reason for excluding these medi- 
cal services from hospital service contracts is presented 
by insurance actuaries, namely, that a proper premium to 
provide for medical services cannot be calculated in ad- 
vance. Because of these two conditions, there are several 
indications that hospital service corporations are contem- 
plating the exclusion of medical services from renewals of 
existing contracts and from all future contracts. 


Contract Practice 


It is apparent that there are members of our profession 
who are not informed as to the principles of medical ethics 
that relate to contract practice. For their information the 
following sections are quoted : 


REVISED PRINCIPLES OF MEDICAL ETHICS OF THE AMERICAN 
MEDICAL ASSOCIATION—1937 


Conditions of Medical Practice 


Sec. 2. It is unprofessional for a physician to dispose of 
his services under conditions that make it impossible to 
render adequate service to his patient or which interfere 
with reasonable competition among the physicians of a 
community. To do this is detrimental to the public or to 
the individual physician, and lowers the dignity of the 
profession. 

Contract Practice 

Sec. 3. By the term “contract practice’ as applied to 
medicine is meant the carrying out of an agreement be- 
tween a physician or a group of physicians, as principals 
or agents, and a corporation, organization, political subdi- 
vision or individual, to furnish partial or full medical serv- 
ices to a group or class of individuals on the basis of a fee 
schedule, or for a salary or a fixed rate per capita. 


Contract practice per se is not unethical. However, cer- 
tain features or conditions if present make a contract un- 
ethical, among which are: 1. When there is solicitation of 
patients, directly or indirectly. 2. When there is under- 
bidding to secure the contract. 3. When the compensation 
is inadequate to assure good medical service. 4. When 
there is interference with reasonable competition in a 
community. 5. When free choice of a physician is pre- 
vented. 6. When the conditions of employment make it 
impossible to render adequate service to the patients. 
7. When the contract because of any of its provisions or 
practical results is contrary to sound public policy. The 
phrase ‘free choice of physician,’’ as applied to contract 
practice, is defined to mean that degree of freedom in 
choosing a physician which can be exercised under usual 
conditions of employment between patient and physician 
when no third party has a valid interest or intervenes. 
The interjection of a third party who has a valid interest 
or who intervenes does not per se cause a contract to be 
unethical. A ‘‘valid interest’? is one where, by law or 
necessity, a third party is legally responsible either for 
cost of care or for indemnity. “Intervention” is the volun- 
tary assumption of partial or full financial responsibility 
for medical care. Intervention shall not proscribe endeavor 
by component or constituent medical societies to maintain 
high quality of service rendered by members serving under 
approved sickness service agreements between such so- 
cieties and governmental boards or bureaus and approved 
by the respective societies. 


Each contract should be considered on its own merits 
and in the light of surrounding conditions. Judgment 
should not be obscured by immediate, temporary or local 
results. The decision as to its ethical or unethical nature 
must be based on the ultimate effect for good or ill on the 
people as a whole. 


Direct Profit to Lay Groups 


It is unprofessional for a physician to dispose of 
his professional attainments to any lay body, organization, 
group or individual, by whatever name called, or however 
organized, under terms or conditions which permit a direct 
profit from the fees, salary or compensation received to 
accrue to the lay body or individual employing him. Such 
Procedure is beneath the dignity of professional practice, 
is unfair competition with the profession at large, is harm- 
ful alike to the profession of medicine and the welfare of 
the people, and is against sound public policy. 


Sec. 5. 


County medical societies are the designated censors of 
their members. The responsibility rests with the county 
society to enforce observance of these principles. 
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COMPONENT COUNTY MEDICAL 
SOCIETIES 
HUMBOLDT COUNTY 


The Humboldt County Medical Society met on the eve- 
ning of March 3 at the General Hospital, with President 
Francis Stump presiding. Fifteen members were present, 
and two visitors—Dr. Charles Sweeney, President of the 
Oregon State Medical Society, and Dr. Charles Lemery, 
both of Medford, Oregon. 

Doctor Sweeney spoke on Salient Points of Abdominal 
Surgery, and Doctor Lemery’s topic was Early Symptoms, 
Diagnosis, and Treatment of Glaucoma. Both papers were 
very well presented. 

After an enjoyable luncheon, the meeting adjourned. 

LAwreENCE A. WING, Secretary. 


we 


KERN COUNTY 


The Kern County Medical Society met at the Taft Hotel 
in Taft on Friday evening, February 18. President Harry 
Lange called the meeting to order. 

On the motion of Dr. H. W. Jones, seconded by Dr. 
Seymour Strongin, it was voted that the minutes of the 
Board of Directors’ meetings be read at the regular so- 
ciety meetings so that members may be better informed 
regarding transactions of the Society. It was also voted 
that a committee be appointed by the president to deter- 
mine whether the physicians’ telephone exchange service 
should be continued in Bakersfield. A committee, consist- 
ing of Doctors Garner, McAllister and Dykes, was ap- 
pointed by the president to arrange special listing of the 
Taft members in the Taft telephone directory, as has been 
done in the Kern County telephone directory with other 
members. 

The speaker of the evening was Dr. Clyde Emery, Chief 
of the Department of Roentgenology at Cedars of Lebanon 
Hospital in Los Angeles. Doctor Emery spoke on Use of 
Radium and X-ray in Malignancy. 

An excellent dinner was enjoyed by the seventeen mem- 
bers present. Heavy rain prevented many members from 
attending this annual meeting in Taft. 

C. S. Compton, Secretary. 


MARIN COUNTY 


At the regular February meeting of the Marin County 
Medical Society, held at the Marin Golf and Country Club, 
both the members of the Society and the Woman’s Auxili- 
ary enjoyed a very interesting discussion by Dr. Chauncey 
Leake of the University of California Department of Phar- 
macology, on The Drugs Commonly Used in Medical 
Practice. Carv W. Crark, Secretary. 


we 
SACRAMENTO COUNTY 


The regular meeting of the Sacramento Society for 
Medical Improvement was called to order by the president, 
Dr. Dave Dozier, on January 18, at the Auditorium on 
Twenty-ninth and L streets. There were fifty-four mem- 
bers and guests present. 

Dr. H. M. Kanner presented the paper of the evening. 
His subject was The Treatment of Gonorrhea in Women. 
Doctor Kanner stated that, on the whole, the treatment of 
this disease is unstandardized and unsatisfactory. The sub- 
ject was taken up first as to the general measures used, 
such as bed rest, cleanliness, and abstinence ; then the treat- 
ment of the points of infection in the child and the adult. 
Doctor Kanner stressed the treatment of the Bartholin 
glands by use of the electric needle early when these glands 
are affected, and to cauterize and pack the gland is better 
than attempting to enucleate in case of abscess formation. 
In treating the cervix, do not overtreat. Irrigations seem 
to be of most value, along with linear cauterization. Doctor 
Kanner stated that he did not use tampons, feeling that they 
are of no value and interfere with proper drainage. The 
value of the Elliott treatment or similar machine was 
stressed in treatment of pelvic inflammatory infections. 
Lantern slides showing some of the author’s statistics, as 
well as pictures of the various types of machines used for 
heat therapy, were shown. The paper was very instructive, 
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and presented in an interesting manner. Discussion was 
opened by Dr. E. O. Brown, and continued by Doctors 
Beach, Turner, McDonnell, and Ed Babcock. 

Under new business, Dr. C. Ankele presented a reso- 
lution regarding fee splitting to industrial accident in- 
surance companies. A motion was made, and seconded, 
that the resolution be accepted. The motion was lost (17 
for, 24 against). Doctor Turner then made a motion that 
we submit the resolution to Mr. Hartley Peart for revision, 
and that the revised resolution be read at the next meeting. 
The motion passed. 

Doctor Dozier read the names of the members composing 
the committees for the year 1938. 

G. E. Mirar, Secretary. 


& 


SAN BERNARDINO COUNTY 


The regular meeting of the San Bernardino County 
Medical Society was held at the San Bernardino County 
Charity Hospital on Tuesday, March 1. About seventy-five 
members and guests were present. 

In the absence of Dr. W. W. Fenton, County Health 
Officer, the Secretary was called upon to outline the plans 
to date for the contemplated venereal clinic. 

The house in the two hundred block on Fourth Street in 
San Bernardino was found suitable by Doctors Davey and 
Stoudt of the State Department of Public Health; the 
rental is $50, to be paid by the county, and the county’s only 
expense for the clinic. The plans are to start the clinic 
about April 1, with Dr. J. W. Moreland in charge. Con- 
sultants have not been appointed, and are to serve without 
pay. Besides Doctor Moreland, the personnel will include 
a well-trained nurse, orderly, and secretary, who will be 
capable of doing the Social Service work. These are all to 
be Civil Service employees. The State will spend between 
$1,500 and $2,000 to equip the clinic. Follow-up nursing 
is to be aided by the Public Health nurses in the cities and 
county. The name of the clinic will probably be “The 
Health Center.” 

Doctor Hilliard asked about the minimum fee to be paid 
by those able to do so, and receive treatment my private 
physicians. The Secretary explained that this was to be 
determined by the Society. 

Doctor Savage, Jr., asked about adequate social service. 
This is to be done by the Secretary, who it is hoped will 
be capable of doing this work in addition to her secretarial 
work. 

Doctor Abbott made a plea for keeping the clinic at the 
hospital for adequate social service, consultation, etc. He 
asked the codperation of the Society in the aid of the clinic’s 
success. 

The scientific program was given as follows: Obesity, 
Dr. E. Kost Shelton of Los Angeles. Discussion was 
opened by Dr. Justin Neighbor and Dr. C. A. Wylie, fol- 
lowed by questions and general discussion. 

The venereal clinic was then discussed again, and Doctor 
Hilliard made a motion that the Society instruct a com- 
mittee to investigate the matter further and to report to 
the Council to take such action as they saw fit to formulate 
a policy to be followed in this matter. The motion was 
seconded, and passed. 


Doctor Abbott suggested that the Standing Committee 
on Public Relations and Public Policy be instructed to do 
the necessary work, in place of a new committee. This met 
with general approval, and Doctor Abbott was ordered by 
the President to call a meeting of this committee. 

The meeting adjourned at 10 p. m., 
refreshments were served. 

ARTHUR E. Varpden, 


following which 


Secreta ry. 
2 


SAN JOAQUIN COUNTY 


The regular meeting of the San Joaquin County Medical 
Society was called to order by the president, Dr. A. C. 
Boehmer, at 8:15 p. m., in the Medico-Dental clubrooms, 
Stockton. The meeting was preceded by the customary 
supper meeting, held at the Hotel Wolf, at which twenty- 
five members and guests were present. The paper of the 
evening was presented by Dr. A. K. Merchant of Stockton, 
who talked on Treatment of Gastric Malignancy by X-ray. 


The application of J. J. Seibel of Lodi for membership 
in the San Joaquin County Medical Society was reported 
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on favorably by the Admissions Committee, and there being 
no objections from the floor Doctor Seibel was declared 
a member. Petition of affiliation to the San Joaquin County 
Medical Society of Dr. Curtis M. Galt of Manteca was 
received. This application was referred to the Admissions 
Committee for action. 

Doctor Broaddus spoke on the Postgraduate Study group 
and presented certificates to those who had completed the 
course. Under miscellaneous business, President Boehmer 
urged all members of the San Joaquin County Medical So- 
ciety to attend the memorial services for past president 
Thomas O’Conner, which are to be held at Bret Harte on 
Sunday, March 6, at 2:30 p.m. 

The Secretary urged payment of dues by members who 
have not as yet paid their dues, advising them that they 
would be declared delinquent if the dues were not paid in 
time for transmittal to the California Medical Association 
on or before April 1. 

The papers of the evening were presented by Dr. Carl 
Mathewson of San Francisco, Associate Professor of Sur- 
gery at Stanford, whose paper was on Diagnosis and 
Treatment of Lymphogranuloma Venera. Doctor Mathew- 
son announced that he would furnish Frei antigen to those 
interested, for use and diagnosis in this condition if they 
communicated with him at the San Francisco County Hos- 
pital. This paper was profusely illustrated by slides. Dr. 
Robert Scarborough of San Francisco, Associate Pro- 
fessor of Surgery at Stanford, read a paper on Cancer of 
the Rectum, and suggested early diagnosis and treatment. 
Both papers were very well received and caused consider- 
able discussion. 

Mr. Hunter, special agent from the State Board of Medi- 
cal Examiners for the northern part of the State, was intro- 
duced to the Society and stated that he would be glad to 
be of any help to the members. There being no further 
business to come before the Society the meeting was ad- 
journed at 10:45 o’clock, and refreshments served. 

G. H. RoursBacHer, Secretary. 


® 


SANTA BARBARA COUNTY 


The month of February has been unusually active. A 
special meeting was held on February 7, attended jointly 
by the Santa Barbara and Ventura County Medical Socie- 
ties. Officers of the California Medical Association were 
present and contributed to the program, the purpose oi 
which was a relation of the Association’s activities and the 
establishment of a rapport with the local societies. The 
speakers were Councilor Louis Packard, President-Elect 
Roblee, and Secretary Warnshuis. 


On February 14 the regular monthly meeting was held. 
Prior to the business meeting, the Society members enjoyed 
dinner with the members of the Santa Barbara Bar As- 
sociation. The speakers were: Mr. W. G. Gilbert, who 
spoke on Some Aspects of Medical Jurisprudence, and 
Dr. G. V. Hamilton, who spoke on The Hypothetical Ques- 
tion. At the business meeting a committee was formed to 
draw up resolutions regarding the death of Doctor Loveren. 
The Society voted that all members should join the Public 
Health League. New members elected were Dr. Clark 
Brown and Dr. Helen Hart. 


The activities for the past month have in no way miti- 
gated the Society’s sorrow over the death of Dr. George 
Stillman Loveren. Kindly and self-sacrificing, he was re- 
spected and loved by all who knew him. His passing on the 
morning of February 3 seemed almost as though one had 
lost something out of one’s own life. His buoyancy and 
humanity n,ade even a casual “hello” stimulus to brighten 
one’s day. J. JeERoME Rupp, Secretar) 


*& 


VENTURA COUNTY 


The regular monthly meeting of the Ventura Coun’) 
Medical Society was held on January 11 at the Ventura 
County Country Club at Saticoy. 


There were seventeen members present. Doctors Witten, 
Moore, and Gilman, of the County Hospital, were guests. 


A brief report of the progress being made by the Con- 
mittee on Prepaid Medicine was given by Dr. Charles 
Smolt. After meeting with the Council of the California 
Medical Association, it was found that the plan which the 
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committee had previously presented to the Society would 
probably not be legal. 


Following a discussion of this subject, Doctor Homer 
made a motion that the committee continue to investigate 
various plans in an attempt to present a suitable plan. Also 
that the members of the committee be reimbursed for their 
expenditures for tours. The motion was seconded by Doctor 
Shore. The motion carried. 


Doctor Smolt asked for suggestions as to the best manner 
in which to draw up a fee schedule. It was suggested that 
the committee present some type of schedule and then let 
the members amend it. 


Doctor Little cited a case in which a public health nurse 
had referred the patient directly to the County Clinic in- 
stead of his office. He was reassured by Doctor Wylie that 
an effort would be made to prevent a recurrence of this 
situation. 


Doctor Wylie spoke briefly on the rabies quarantine 
which is now in effect in Ventura County, and gave the 
reasons for its necessity. Doctor Nielsen made a motion 
that the Society support Doctor Wylie in maintaining this 
quarantine and that this action be published in the various 
newspapers throughout the county. The motion was sec- 
onded by Doctor Homer, and was unanimously carried. 


Doctor Shore made a motion, seconded by Doctor Smolt, 
that the Society endorse the plan for hospital insurance as 
offered by the Associated Hospitals of Southern California. 
The motion carried. 


In accordance with the communication from Doctor 
Warnshuis asking if it would be possible for us to arrange 
a joint meeting with the Santa Barbara County Medical 
Society on February 7, Dr. Grant Clark made a motion 
that we meet with that society on that date. The motion 
was seconded by Doctor Strong, and carried. 

After a short discussion on the value of the work accom- 
plished by the Public Health League, Doctor Smolt made 
a motion that a special assessment of $5 be levied on each 
member, to meet the annual dues of this organization. The 
motion was seconded by Doctor Stoll, and was unanimously 
carried. 

Dr. J. A. Mahan of Oxnard was unanimously elected to 
membership in this society. 

Doctor Witten announced that the internes at the County 
Hospital were planning to have the Lederle film on the 
Diagnosis and Treatment of Pneumonia shown at the 
County Hospital on February 9. The members of this 
society were invited to see this film. 

The following committees were appointed by Doctor 
Coffey : 

Board of Censors—Doctors Mosher (chairman), Stoll, 
and Strong. 

Program—Doctors Homer (chairman), Osborn, and 
Barker. 

Public Health and Legislature—Doctors Wylie (chair- 
man), Nielsen, and Gronhovd. 

The president and the secretary ex officio. 
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In lieu of the regular meeting, a joint meeting was held 
with the Santa Barbara County Medical Society in the 
Cottage Hospital auditorium on February 7. 

Doctor Lamb of Santa Barbara presided. 

The following officers of the California Medical Associ- 
ation addressed the meeting: President-Elect Roblee of 
Riverside; F. C. Warnshuis, State Secretary; L. S. Goin, 
Speaker of the House of Delegates; and L. A. Packard of 
Bakersfield, Councilor of the Third District. 

Doctor Henderson spoke briefly on the Postgraduate 
Conference which is to be held at Santa Barbara on 
March 12 and 13. 

Doctor Profant spoke briefly on the Public Health 
League. A. A. Morrison, Secretary. 


& 
YOLO-COLUSA-GLENN COUNTY 


The March 1 program of the Yolo-Colusa-Glenn County 
Medical Society was held at the Hotel Woodland. Ben H. 
Read, Executive Secretary of the Public Health League, 
gave a report on. Legislation. Dr. Don King, Professor of 
Orthopedics at Stanford University, presented a paper on 
Backache. W. J. Bievins, Jr., Secretary. 
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CHANGES IN MEMBERSHIP 
New Members (66) 


Alameda County 
J. Harold Kay 
Butte County 
L. A. Jacoby 


Fresno County 
Ernst Aronstein 


Lassen-Plumas-Modoc County 
Bernard S. Holm 


Los Angeles County 
Marshall Q. Baker S. B. Ledesma 
Samuel P. Benbrook F. X. McDonald 
George Berger John F. McKitrick 
Edgar H. Brown Herbert S. Nauheim 
Walter B. Brown Albert E. Nelson 
Alva L. Bryant, Jr. Blythe W. Pahl 
Bragg C. Cammack Louis J. Petritz 
Rea F. Chittenden E. A. Roehm 
Herbert T. Cox Lee P. Rombeau 
Samuel P. Danno Theodore Strang 
J. M. David y Malig Vernon Van Zandt 
Carl F. Doehring Aaron Neal Webb 
Harold M. Golden Carroll W. White 
Samuel Z. Goodman Laurin L. Wood 
Jesse L. Henderson 


Merced County 

William E. Fountain 

Monterey County 
H. C. Murphy 

Riverside County 
P. A. Staley 

San Diego County 
H. K. Albertson 

San Francisco County 


Patrick J. Mangan 

Hans A. Meyer 

Charles Edward Smith 
George Waters 

Richard Renfro Webster 
Harry DeNell Williams, Jr. 


Roy Cohn 
Emelie Anderson DeEds 
Lindol Richmond French 
Mary F. Glover 
Mark Hand 
Siegbert Lazar 
Ernst Lohnberg 
San Joaquin County 
Orvin P. Fry J. J. Seibel 
Harold E. Schwing 
Santa Barbara County 
Sheldon Payne 
Santa Clara County 
Clyde B. 


Santa Crus County 
Avery E. Wood 


Doris McNamara 


Robert B. Cragin Conger 


John D. Fuller 


Siskiyou County 
Paul F. Diffenbacher Francis Whitney Martin 
Albert Bartlet Gray Roy Felix Schlappi 


Stanislaus County 


Sidney J. Alson A. P. Von Hungen 


Ventura County 
John W. Nielsen 
Transferred (4) 


Milo Ellik, from Santa Clara County to Los Angeles 
County. 

Joseph Langer, from Siskiyou County to San Bernardino 
County. 


John B. McConnell, from San Diego County to Butte 
County. 


_Elwin W. Thomas, from Shasta County to San Bernar- 
dino County. 


Resigned (2) 
E. F. Jones, from Alameda County. 
Edwin E. Ziegler, from San Francisco County. 
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du Memoriam 


Bowers, Paul E. Died at Los Angeles, February 15, 
1938, age 52. Graduate of the State College of Physicians 
and Surgeons, Indianapolis, 1907. Licensed in California 
in 1918. Doctor Bowers was a member of the Los Ange- 
les County Medical Association, the California Medical 
Association, and a Fellow of the American Medical As- 
sociation. io 


Brinckerhoff, Elmer Ellsworth. Died in Oakland, 
March 12, 1938, age 55. Graduate of the University of 
Illinois College of Medicine, 1908. Licensed in California 
in 1909. Doctor Brinckerhoff was a member of the Ala- 
meda County Medical Association, the California Medical 
Association, and a Fellow of the American Medical As- 
sociation. . 


Loveren, George Stillman. Died at Santa Barbara, 
February 3, 1938, age 54. Graduate of Jefferson Medical 
College of Philadelphia, 1907, and licensed in California the 
same year. Doctor Loveren was a member of the Santa 
Barbara County Medical Society, the California Medi- 
cal Association, and a Fellow of the American Medical 
Association. 

* 


Meneray, Prince Albert. Died at Santa Rosa, March 1, 
1938, age 80. Graduate of the Kentucky School of Medi- 
cine, Louisville, 1891. Licensed in California in 1893. 
Doctor Meneray was a member of the Sonoma County 
Medical Society, the California Medical Association, and 
the American Medical Association. 


+ 


O’Neill, Arthur Aloysius. Died at San Francisco, 
March 2, 1938, age 69. Graduate of Cooper Medical Col- 
lege, San Francisco, 1891. Licensed in California in 1892. 
Doctor O’Neill was a member of the San Francisco County 
Medical Society, the California Medical Association, and 
a Fellow of the American Medical Association. 


* 


Putnam, Victor Eugene. Died at San Francisco, 
March 11, 1938, age 66. Graduate of the University of Cali- 
fornia Medical School, San Francisco, 1896, and licensed 
in California the same year. Doctor Putnam was a member 
of the San Francisco County Medical Society, the Cali- 
fornia Medical Association, and the American Medical 
Association. 


* 


Russell, William Wallace. Died at San Diego, March 
2, 1938, age 47. Graduate of St. Louis University School 
of Medicine, 1916. Licensed in California in 1922. Doctor 
Russell was a member of the San Diego County Medical 
Society, the California Medical Association, and the Ameri- 
can Medical Association, 


* 


Smith, Frank Holmes. Died at San Bruno, Febru- 
ary 19, 1938, age 59. Graduate of Cooper Medical College, 
San Francisco, 1905, and licensed in California the same 
year. Doctor Smith was a member of the San Mateo 
County Medical Society, the California Medical Associ- 
ation, and a Fellow of the American Medical Association. 


* 


Van Vorhis, James Harrison. Died at Corcoran, 
February 10, 1938, age 65. Graduate of Northwestern 
University Medical School, Chicago, 1901. Licensed in 
California in 1913. Doctor Van Vorhis was a member of 
Kings County Medical Society, the California Medical 
Association, and the American Medical Association. 
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OBITUARY 


Milton Ellis Lando 
1878-1938 


Dr. Milton Ellis Lando, born on February 16, 1878, in 
San Francisco, died suddenly of a cerebral accident on 
January 31, 1938. He was a graduate of the Cooper Medi- 
cal College, now Stanford University Medical School, in 
1900. He entered the Army Medical Corps after interning 
at the Marine Hospital, San Francisco, and was assigned 
to duty in the Philippine Islands during the reconstruction 
period after the Spanish-American War, where he saw 
much active service far from the beaten track of our usual 
civilization. 

He was chief surgeon of the Crocker Total Eclipse Expe- 
dition in 1908 to Flint Island in the mid-ocean of the South 
Pacific, led by Professor Campbell of Lick Observatory. 

After this term of service, he entered the Navy Medical 
Corps until 1910, when his medical interest developed in 
the field of eye, ear, nose and throat. This led Doctor 
Lando to Vienna, which was the outstanding center of this 
specialty at the time. His main interest has always been 
in diseases of the eye, however, and as his practice de- 
veloped, his attention was focussed on this particular field, 
which in later years was his exclusive specialty. 

Doctor Lando was not a prolific writer, but had developed 
a particular knack of giving to lay audiences a comprehen- 
sive picture of diseases of the eye. He took much pleasure 
in, and was a frequent speaker before such groups, helping 
to publicize the right kind of medical approach toward these 
problems where there is so much loose thinking among the 
general public. 

He was a member of the Alameda County Medical So- 
ciety, the California Medical Association, and the American 
Medical Association. He was also a member of the Ameri- 
can Board of Ophthalmology. He was chief of the Eye 
Clinic at the Children’s Hospital of the East Bay. His 
interest in this work was not confined to the clinic alone, 
but many hours of his own office time were devoted to 
working out the problems of these children when thie 
Clinic observations were not quite adequate. 

He was a member of Aahmes Temple of the Shrine and 
other Masonic Orders; of the Moose Club, Oakland Lions 
Club, and Oakland Lodge of B’nai B’rith. He was chair- 
man of the Committee for the Blind of the Oakland Lions 
Club, and has done much to alleviate the social conditions, 
as well as the medical problems arising in this group. 

He was much interested in general community problems, 
and his passing will be a distinct loss to the medical pro- 
fession as well as the entire community, which he had 
served so faithfully for these many years. 

Harotp Guyon Trimet, M.D. 


* 


Paul Eugene Bowers 
1886-1938 
Dr. Paul Eugene Bowers died at the Glendale Sani- 


tarium, Glendale, California, on February 15, 1938. Doctor 
Bowers was graduated from the Indiana University in 190; 
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and was licensed in California in 1918. He was a member 
of the Los Angeles County and California Medical Associ- 
ations, and of the American Psychiatric Association. For 
eight years he served as medical superintendent of the 
Indiana State Prison and Hospital for the Criminal Insane 
at Michigan City, Indiana. In his army service, he was at 
the Mexican border in 1916, with Indiana troops, and later 
at the Base Hospital No. 24 at Palo Alto, California. Re- 
cently, he was commissioned a senior surgeon in the Reserve 
Corps, U. S. P. H. S., with the rank of Colonel. He was 
the author of many articles, appearing in /nternational 
Clinics and other medical journals, on topics related to 
prison, crime, and psychiatry. 


THE WOMAN'S AUXILIARY TO 
THE CALIFORNIA MEDICAL 
ASSOCIATION t 


MRS. HOBART ROGERS 
MRS. FRED ZUMWALT 


News Letter 
Dear Auxiliary Members: 


Make your reservations now for the convention to be 
held in Pasadena, May 9 to 12. If I could just have the 
space to tell you of the interesting and delightful days that 
have been planned for you by Mrs. Newcomb—but that is 
written in detail for you in the Courier. Read the program 
carefully and then call your friends and all come. 

Cordially yours, 
Mrs. Frep H. ZUMWALT. 


Official Business 


Report of the State Board Meeting.—A special session 
of the officers and Board of Directors of the Woman’s 
Auxiliary to the California Medical Association was held 
at the Hotel Huntington, South Oak Knoll, Pasadena, on 
Wednesday morning, February 23, at nine o’clock. 

The state president, Mrs. Hobart Rogers of Oakland, 
presided. The attendance was unusually large, all of the 
state officers—Mesdames Frederick N. Scatena, Elliot G. 
Colby, H. E. Henderson, Charles C. Hall, Harry O. Hund, 
as well as the councilors-at-large, Mesdames William W. 
Roblee, Arthur T. Newcomb, A. E. Anderson, and Fred H. 
Zumwalt—were present. The following district councilors 
attended: Mesdames Dexter R. Ball, Benjamin H. Sher- 
man, Ed L. Markthaler, Lawrence Knox, Harold Trimble, 
and George A. Briggs. County presidents Mesdames Eliot 
Alden of Los Angeles, G. Wendell Olson of Orange, T. A. 
Card of Riverside, and W. J. Van Den Berg of Sacra- 
mento, were also present. Three members of the Board 
are, in addition, county presidents: they are Mrs. A. E. 
Anderson of Fresno, Lawrence Knox of Monterey, and 
Elliot G. Colby of San Diego. 

President-Elect Mrs. Clifford Andrews Wright of Los 
Angeles was present. As in the past, our leaders have been 
women of exceptional ability and sane judgment; so, too, 
of the future we need have no fear with Mrs. Wright at 
the helm. 

The most important business considered was the ap- 
proaching convention of the California Medical Associ- 
ation to be held in Pasadena, May 9 to 12, with head- 
quarters at the Hotel Huntington, South Oak Knoll, Pasa- 
dena. All meetings of the Auxiliary will be held at the 
Vista del Arroyo in Pasadena. Mrs. Arthur T. Newcomb, 
Convention Chairman, presented in detail the plans of her 
enero which met with the hearty approval of the 

oard. 

Mrs. Frederick N. Scatena, Chairman of Membership 
and Organization, reported the organization of Butte, Santa 
Cruz, and Tulare counties, the two former having sent in 
copies of their constitutions and by-laws. 


+ As county auxiliaries of the Woman’s Auxiliary to the 
California Medical Association are formed, the names of 
their officers should be forwarded to Mrs. Fred Zumwalt, 
Chairman of the Publicity and Publications Committee, 
3880 Clay Street, San Francisco. Brief reports of county 
auxiliary meetings will be welcomed by Mrs. Zumwalt and 
Must be sent to her before publication takes place in this 
column. For lists of state and county officers, see adver- 
tising page 6. The Council of the California Medical Asso- 
ciation has instructed the Editor to allocate two pages 
in every issue to Woman’s Auxiliary notes. 
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The Hygeia chairman, Mrs. Harold G. Trimble, reported 
a total of 443 subscriptions, all but two of the counties 
having replied. 

The other chairmen gave interesting reports of their 
activities, proving that the year has been an unusually 
profitable one. 

Following the meeting the members of the Board and the 
county presidents were entertained at a delightful tea in 
the Vista del Arroyo Hotel. The hostesses were Mrs. 
Arthur T. Newcomb of Pasadena, Mrs. Benjamin H. Sher- 
man of Hollywood, and Mesdames Eliot Alden and Mark 
Glaser of Los Angeles. 


Component County Auxiliaries 
Contra Costa County 

Fifteen members were present at the last meeting of the 
Woman’s Auxiliary to the Contra Costa County Medical 
Society. Renewed interest seems to be shown, and before 
long we hope to report a large enrollment. 

Mrs. MELvIN L. StaurrFer, President. 
& 
Los Angeles County 

The Woman’s Auxiliary to the Los Angeles County 
Medical Association held its regular luncheon meeting on 
Tuesday, February 22, at the County Medical Building, 
with Mrs. Eliot Alden presiding. Ninety-three members 
were present. 

Guests of honor of the occasion were visiting members 
of the State Board, including Mesdames Hobart Rogers, 
Fred H. Zumwalt, Elliott E. Colby, Charles C. Hall, and 
Harry O. Hund. 

The guest speaker was Dr. Paul Perigord of the faculty 
of the University of California at Los Angeles, who talked 
on The Triumphant Power of Ideals. 

7 7 7 

On Wednesday, February 23, the State Auxiliary Board, 
the Convention Board, and the Los Angeles County Board 
were guests at a tea given by Mrs. Arthur T. Newcomb, 
Mrs. Benjamin H. Sherman, Mrs. Mark A. Glaser, and 
Mrs. Eliot Alden, at the Vista del Arroyo Hotel in Pasa- 
dena. Tea was served from a charmingly appointed table, 
decorated with a profusion of spring flowers in pastel 
shades. 

Mrs. Rosert L. Carrot, Corresponding Secretary. 
& 
Marin County 

The February meeting of the Woman’s Auxiliary was 
held, as usual, in the form of a dinner meeting at the Marin 
Golf and Country Club on Thursday, February 24. Our 
guest speaker was Dr. Chauncey Leake, Professor of Phar- 
macology at the University of California. Such an interest- 
ing meeting had been planned that we invited the medical 
society to join us. Briefly, the history of the physician, the 
surgeon, and the apothecary was outlined by Doctor Leake, 
who spoke on the subject planned for the evening, Drugs 
and Society. One of the important points stressed was that 
vitamins are drugs, and as such can be given, in some cases, 
in too large doses. 

We were honored by having Mrs. Leake with us also. 

Later in the evening the Auxiliary held a short business 
meeting. The secretary presided, as both the president and 
the vice-president were unable to be present. 

Mrs. B. J. Conroy, Chairman of Publicity. 
& 
Orange County 

The Woman's Auxiliary to the Orange County Medical 
Society met on Monday, February 21, at the home of Mrs. 
John Wehrly of Santa Ana for their regular meeting and 
formal tea honoring our state president, Mrs. Hobart 
Rogers; corresponding secretary, Mrs. Charles Hall; 
Chairman of Program and Health Education, Mrs. Elliot 
. ws and the First District Councilor, Mrs. Dexter 

all. 

The president, Mrs. G. Wendell Olson, presided at the 
meeting. Mrs. Rogers, upon introduction, responded by 
outlining, in an interesting and inspiring manner, the aims 
and purposes of our organization and the importance of the 
Auxiliary to the county, state, and national organizations. 
Mrs. Charles Hall and Mrs. Elliot Colby responded also, 
upon introduction. 

Mr. Calvin Flint, dean of men at Santa Ana Junior Col- 
lege, spoke on Europe Awakens to Hygiene. He was 
presented to the members by Mrs. K. H. Sutherland. 





284 


Tea was served at the close of the meeting. Hostesses 
assisting Mrs. Wehrly were Mesdames Thomas Rhone, 
E. L. Russell, and Fred Earel. 


Mrs. G. WENDELL OLson, President. 
& 
Riverside County 

Mrs. Hobart Rogers of Oakland, President of the 
Woman’s Auxiliary to the California Medical Association, 
and Mrs. Charles Hall of Piedmont, State Corresponding 
Secretary, were honored guests of the Riverside County 
Auxiliary on Friday, February 18, at a luncheon meeting. 
Sixteen were present for the event, which was held at 
Ye Olde South Tea Room. 

Corsages of spring flowers were presented to the guests, 
and other colorful blossoms adorned the table. Mrs. T. A. 
Card, President, presided over the business session. 

Mrs. Rogers addressed the group on the work of the 
Auxiliaries throughout the state and nation. 

Mrs. H. J. WickMAN, Corresponding Secretary. 
© 
Sacramento County 


Legislation Pertaining to Medicine was the subject of 
the address given by Dr. J. B. Harris before the Woman’s 
Auxiliary to the Sacramento Society for Medical Improve- 
ment at its evening meeting on February 15 in the home 
of Dr. and Mrs. A. M. Henderson. 

Facts given by Doctor Harris were enlightening and 
interesting. He called attention to the important work 
which the Auxiliary members can do in helping to further 
the cause of proper medical legislation. 

A business meeting followed, at which the Nominating 
Committee presented its report of nominees for 1938. The 
committee is composed of the following members: Mrs. 
Frank A. MacDonald (chairman), Mrs. Harry M. Kanner, 
and Mrs. John D. Lawson. 

Hostesses who assisted Mrs. Henderson were: Mesdames 
John L. Fanning, F. F. Gundrum, C. B. McKee, Norris 
Jones, D. Schuyler Pulford, Herbert True, and C. E. 
von Geldern. 

Mrs. HucH CarMIcHaeEL, Chairman of Publicity. 
® 
San Diego County 


The Woman’s Auxiliary to the San Diego County Medi- 
cal Society met on March 8 at the Men’s University Club 
for its regular luncheon meeting. Mrs. T. S. Whitelock, Jr., 
and Mrs. J. G. Omelvena arranged very lovely flowers and 
decorations. 

Dr. Lyell C. Kinney spoke on Legislative Problems. He 
brought to the attention of the Auxiliary three very im- 
portant initiative measures to be brought up this coming 
November. These measures will undoubtedly greatly affect 
the practice of medicine. The first, the “Humane Pound 
Act,” threatens the advancement of medical science through 
the prohibition of animal experimentation; the second, 
“County Hospital Act,” will open hospitalization, medical 
uttention, and dentistry to every one, irrespective of means, 
in the county ; and third, the “Public Health Liability Act” 
will make a wrong diagnosis in surgery a crime punishable 
by $500 fine and six months’ suspension of license. These 
serious problems will indeed need our support and study. 

Mrs. R. E. Bonn, Secretary. 
*& 
San Francisco County 


Dr. William C. Voorsanger, President of the San Fran- 
cisco County Medical Society, honored the Auxiliary with 
an address at the regular meeting on March 15 at 2180 
Washington street. The Medical Profession’s Present-Day 
Problems, was Doctor Voorsanger’s subject for the after- 
noon. The president, Mrs. Hans Barkan, presided. 

Following the program, a short business session was 
held, including a report from the Nominating Committee, 
as follows: Mrs. Thomas E. Gibson, president; Mrs. Ed- 
mund J. Morrissey, first vice-president; Mrs. A. Lincoln 
3rown, second vice-president; Mrs. Fred D. Fellows, re- 
cording secretary; Mrs. Wilber F. Swett, corresponding 
secretary; Mrs. John D. Humber, treasurer; Mrs. Wil- 
liam C. Voorsanger, Mrs. E. S. Kilgore, and Mrs. Rea E. 
Ashley, directors. 

There being no nominations from the floor, the report 
of the Nominating Committee was accepted in full, and a 
unanimous ballot was cast for the members’ names so pre- 
sented for office. 
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The Nominating Committee consisted of Mrs. Howard 
B. Dixon (chairman), Mrs. Philip H. Pierson, Mrs. Ernest 
C. Dickson, Mrs. John J. Sampson, and Mrs. A. G. Folte. 

Honoring the sixty-two new members, from January | 
of this year, an informal reception followed the business 
period. Receiving with the president, Mrs. Hans Barkan, 
were the newly elected officers and directors for the en- 
suing year. Tea was served in the library, which com- 
mands a beautiful panorama of the Bay and the green- 
sloped hills beyond. Golden sunshine glimmered through 
the tall windows, seeming to welcome all to spring. A happy 
occasion to greet new members—new friends—interested in 
Auxiliary affairs; enthusiastic and eager to join us in our 
endeavor toward fulfilling the purposes of our organization. 

Simplicity was the keynote of the decorations, with a 
soft pink predominating the color scheme. Mrs. Fred H 
Zumwalt and Mrs. William C. Voorsanger presided at the 
tea table. Mrs. Edmund J. Morrissey, Membership Chair- 
man, was in charge of arrangements, assisted by Mfrs. 
William W. Newman. 

The annual meeting is scheduled for Tuesday, April 19, 
at 1:30 p. m., 2180 Washington Street. The guest speaker 
of the afternoon will be Dr. J. C. Geiger, Public Health 
Officer for San Francisco. 

Mrs. Harry R. O iver, Publicity Chairman. 
® 
San Joaquin County 

The members of the Auxiliary to the San Joaquin County 
Medical Society held their last meeting at the home of 
Mrs. S. W. R. Langdon on the State Hospital grounds. 
The “Citadel,” by Dr. A. J. Cronin, was reviewed. Mfrs. 
G. K. Weaver presented Mrs. Robert Gordon, who sketched 
the story, an autobiography of a doctor who tried to live 
by professional ideals. 

This group, which now meets monthly, entertained the 
state president, Mrs. Hobart Rogers of Oakland at the 
Christmas meeting in the home of Mrs. Dewey Powell. 
Mrs. Charles Hall, state corresponding secretary, was also 
a guest. 

The San Joaquin County Welfare Department and its 
relation to other welfare agencies was explained in a talk 
by Ernest Stuart, county department head, who spoke at 
the February meeting of the Auxiliary. This meeting was 
held in the home of Mrs. C. D. Holliger, who was assisted 
by Mrs. P. R. Shumaker. Dainty refreshments were served 
at the conclusion. 

Mrs. Paut SHUMAKER, Chairman of Publicity. 


& 


Santa Barbara County 


Santa Barbara held a business meeting on the morning 
of February 28 in the Board room of the Public Library. 
The object of this meeting was to make plans for March 14, 
when we are to have as our guests, Mrs. Hobart Rogers 
and Mrs. Charles C. Hall. This meeting will be in the 
form of a luncheon at the home of Mrs. Harry De Vigne. 
Dr. and Mrs. De Vigne occupy a well-known adobe home 
in Mission Canyon, and have furnished it with interesting 
and beautiful things collected during their many years of 
residence in Alaska. They have some fine old baskets 
and, among other things, two chairs which belonged to 
Diamond Lil of Sourdough fame. During many years of 
hospitality, Dr. and Mrs. De Vigne have acquired a repu- 
tation for pancake breakfasts which is enviable. In Mission 
Canyon, as in Alaska, these pancakes have been enjoyed 
by little-known travelers and noted people in all walks of 
life, who have only to pull the latch-string. In California 
they are cooked on the wide, flat top of a barbecue pit built 
close to the dining-room terrace, where they may be eaten 
inside in chilly weather, or outside under the shades of the 
oaks and ceanothus. 

Mrs. H. E. Henperson, Chairman of Publicii) 
® 
Tulare County 

The Woman’s Auxiliary to the Tulare County Medical 
Society was organized on January 27. The following ofii- 
cers were elected: Mrs. J. C. McClure, president; Mrs. 
F. R. Guido, first vice-president; Mrs. Forest Powell, 
second vice-president; Mrs. S. S. Ginsberg, recording 
secretary; Mrs. W. B. Parkinson, corresponding secre- 
tary; Mrs. P. S. Barber, treasurer; Mrs. P. D. Miller, 
auditor. 


Mrs. J. C. McCuure, Preside’! 
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NEWS 


Coming Meetings ‘ 


American Medical Association, San Francisco, June 13- 
17, 1938. Olin West, M.D., 535 North Dearborn Street, 
Chicago, Secretary. 


California Medical Association, Hotel Huntington, Pasa- 
dena, May 9-12, 1938. F. C. Warnshuis, M.D., 450 Sutter 
Street, San Francisco, Secretary. 


Medical Broadcasts* 
Los Angeles County Medical Association 


The radio broadcast program for the Los Angeles County 
Medical Association for the month of April is as follows: 
Saturday, April 2—KFI, 10:00 a. m., The Road to Health; 

KFAC, 11:30 a. m., Your Doctor and You. 

Thursday, April 7,—KECA, 11:00 a. m., The Road to Health. 
Saturday, April 9—KFI, 10:00 a. m., The Road to Health; 

KFAC, 11:30 a. m., Your Doctor and You. 

Thursday, April 14—KECA, 11:00 a. m., The Road to Health. 

Saturday, April 16—KFI, 10:00 a. m., The Road to Health; 
KFAC, 11:30 a. m., Your Doctor and You. 

Thursday, April 21—KECA, 11:00 a.m., The Road to Health. 

Saturday, April 23—KFI, 10:00 a. m., The Road to Health; 

KFAC, 11:30 a. m., Your Doctor and You. 

Thursday, April 28—KECA, 11:00 a. m., The Road to Health. 
Saturday, April 30—KFI, 10:00 a. m., The Road to Health; 
KFAC, 11:30 a. m., Your Doctor and You. 


Group Hospitalization for Southern California.—The 
Associated Hospital Service of Southern California, which 
has been approved by the Los Angeles County Medical 
Association and the California Medical Association, is 
about to enroll subscribers. Mr. Harold B. Haas, of the 
Insurance Commissioner’s office, at the banquet of the 
Association of Western Hospitals in San Francisco on 
March 2 announced that a permit would be issued. Twenty- 
eight hospitals in Southern California are now in the plan. 
It covers the territory from Santa Barbara to San Diego. 


Who May Enroll 


The Association plans to enroll employed groups and 
their families. 


The individual rate will be 75 to 85 cents per month. 
Husband and wife, $1.50 per month. 


Family, regardless of the number of children under nine- 
teen years of age, $2 per month. 


Newspaper Comment 


A great number of newspapers have given considerable 
space to the group hospitalization plan in Southern Cali- 
fornia. A recent editorial in the Los Angeles Times 
follows: 

THE HospPiITaAL Group PLAN 


Announcement by a group of twenty-seven nonprofit 
Southern California hospitals of an insurance plan for hos- 
Pital care is a big step forward. Fear of the cost of illness. 
one of the mental states which may be a contributing cause 
to illness itself, can now be removed by a plan within reach 
of the average family budget—ranging from three cents a 
day for an individual to seven cents a day for a family. 


The plan appears to have all the advantages at which 
So-called ‘‘state medicine’ aims, with none of the handi- 
caps and disadvantages which state medicine and panel 
Systems have been proved to have in practice. 


*County societies giving medical broadcasts are requested 
to send information as soon as arranged (stating station, 
vay, date, and hour, and subject) to CALIFORNIA AND WEST- 
ERN MEDICINE, 450 Sutter Street, San Francisco, for inclusion 
in this column. 


The plan, which goes into effect on March 15, has been 
approved after careful study by the State Insurance De- 
partment, which considers it both sound and equitable. 
Features of all the various medical insurance plans in effect 
in this and other countries have been considered in drawing 
up the plan, and it is believed to be a combination of the 
best in all with avoidance of their serious defects. 

It is designed to meet the hospitalization requirements of 
families with modest incomes, though wholly self-support- 
ing—a group the needs of which have been largely neg- 
lected. There has been the best of hospital care available 
for those who do not have to count costs, and for the indi- 
gent, but those in between, the bulk of the population, have 
been little considered. 

The plan is probably not perfect and will require adjust- 
ments as time goes on; but it is starting on a basis of solid 
experience elsewhere, and should develop into one of the 
most valuable contributions to popular well-being that has 
ever been made. 


Stanford University “Popular Lectures.”—The Stan- 
ford University School of Medicine announces the fifty- 
sixth course of Popular Medical Lectures (illustrated), 
to be given at Lane Hall on Friday evenings, April 1, 
April 22, May 6, and May 27, 1938, eight o’clock sharp. 

The program follows: 

Friday, April 1—Conditions of the Mouth in Relation 
to Disease,” by Dr. Walter W. Boardman. 

Friday, April 22—Backache: Causes and Treatments, 
by Dr. Donald E. King. 

Friday, May 6—Forty, Fat, and Florid, and Heading for 
Circulatory Failure, by Dr. William J. Kerr. 

Friday, May 27—Vitamin Facts and Fallacies, by Dr. 
Dwight L. Wilbur. 

All interested are cordially invited to attend. 


Association of Western Hospitals —The Public Hos- 
pital Section of the convention of the Association of 
Western Hospitals and the Western Conference of the 
Catholic Hospital Association met in San Francisco, Febru- 
ary 28 to March 4, inclusive. 

The first session of the section convened on Tuesday, 
March 1, at 11 a.m. The postgraduate course for graduate 
and student nurses in psychiatric nursing was conducted 
by Dr. Margaret H. Smyth. Harry Lutgens, Director of 
the State Department of Institutions, was the discussant. 

New legislation affecting institutions in this section were 
discussed by Dr. Leo W. Farrell, and Miss Mary Cronen 
gave a progress report on the study of hours of labor and 
wages of hospital employees of county hospitals. 

On Wednesday, March 2, at the same hour, the second 
session opened with a discussion on the admission policies 
of state and county hospitals by A. M. Will. This was 
followed by a talk on “The Outlook of the Counties for the 
Disposition of Institutional Cases,” by Dr. E. S. Loiseaux. 
“Alcoholic Colonies” was discussed by Dr. J. C. Geiger, 
and “Epileptic Colonies” by Dr. Thomas F. Joyce. Social 
security for county hospital employees was discussed by 
Dr. H. M. Ginsburg. 

The cancer clinics were set for Thursday, March 3, with 
Dr. William B. Dorr, Superintendent of the Riverside 
County Hospital, Arlington, presiding. Talks were given 
on “Cancer Clinics,” by Dr. Charles A. Dukes, Chairman 
of the Cancer Commission, California Medical Association ; 
“Women’s Place in Cancer Control,” by Dr. J. M. Flude, 
western representative of the American Society for the 
Control of Cancer; “Cancer Control Today,” by Dr. Alson 
Kilgore. A feature of this meeting was an address by 
Dr. Malcolm T. MacEachern, director of hospital activi- 
ties for the American College of Surgeons, who spoke 
on the topic, “The Work of the American College of 
Surgeons.” 
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Krueger Is Given Grant by Medical Association.— 
Dr. Albert P. Krueger, Associate Professor of Bacteri- 
ology at the University of California, who recently an- 
nounced that he had solved the mystery surrounding the 
identity of bacteriophage, has received a grant from the 
Committee on Scientific Research of the American Medical 
Association to aid him in continuing his work on the mys- 
terious, bacteria-destroying protein. 

Bacteriophage, one of the ranking enigmas of the medical 
world since its discovery by D’Herelle at the Pasteur Insti- 
tute in 1917, thrives on a diet of bacteria. The name, “bac- 
teriophage,” given to the substance by D’Herelle when he 
found that it would destroy dysentery bacilli in the labora- 
tory, means “bacteria-eater.” Nevertheless, it has never 
been possible to use it as a cure for bacterial disease in 
human beings; this, despite the fact that in announcing his 
discovery D’Herelle predicted that bacteriophage would 
end all bacterial disease. 

For many years bacteriophage was believed by most 
scientists, including D’Herelle, to be a mass of tiny para- 
sites. However, Doctor Krueger, in experiments carried 
on at the University of California, proved conclusively that 
the mysterious bacteria-eater is really a solid, colorless 
germ-killing protein which thrives on a substance secreted 
by the bacteria. This evidence has now been accepted as 
definite proof by American scientists. 

It is hoped that Krueger’s discoveries concerning the 
identity and activity of bacteriophage, which is a simple 
virus, may lead to further discoveries concerning the more 
complex viruses which are believed to cause such diseases 
as infantile paralysis and encephalitis. 


College of Medical Evangelists: Clinical Congress.— 
The Sixth Annual Clinical Congress of the College of 
Medical Evangelists, presented under the auspices of the 
Alumni Association, was held on Sunday, March 20, in 
Paulson Hall of the White Memorial Clinic, Los Angeles. 


The program follows : 


CLINICAL CONGRESS 
yadget, Hobby, and Art Display—Library 
Pathological Museum—Basement Clinical Laboratory 
Symposium at Paulson Hall 
9:30 to 12:30 


:30—“Pre- and Postoperative Care of Heart, Nephritic, 
ee and Diabetic Cases,” Philip Corr, 


:50—“Prevention of Postoperative Pulmonary Compli- 
cations,” D. D. Comstock, M.D 

:05—“The Choice of the Anesthesia,” 
Cuskey, M.D. 

—“The Treatment of Acute Cholecystitis,” William 

H. Olds, M.D. 

:45—“Indications for the Use of Papaverin Hydro- 
- in Arterial Emboli,”” Donald C. Collins, 


Charles F. Mc- 


:05—“Pre- and Postoperative Care of Thyroid Patients,” 
Carl J. Baumgartner, M.D. 

:20—“Pre- and Postoperative Care of Fractures; Cer- 
tain Helpful Suggestions in Prevention of Com- 
plications,” H. Waldo Spiers, M.D. 

:35—“‘Complications that may develop in the Ear, Nose, 
and Throat following Surgery in that special 
field, and also those that may follow General 
Surgery,” Benton N. Colver, M.D 

:50—“Common Urological Complications following Gen- 
eral Surgery; How to avoid them,’ Roger W. 
Barnes, M.D. 

:05—‘“Pre- and Postoperative Care in Anorectal Sur- 
gery,” Malcolm R. Hill, M.D. 


:20—Welcome, Percy T. Magan, M.D. 


12:30 to 1:30, Dinner 
1:30 to 2:00, Medical Cadet Review—Tennis Courts 
Clinical Demonstrations and Scientific Exhibits 
at the Dispensary 
Continuously 2:00 to 4:30 p.m. 
Cardiology 
Roy Manning Clarke, M.D., and Donald E. Griggs, M.D., 
“Demonstration of Characteristic Lesions by Patients 
and Electrocardiographic Tracings.” 
Metabolic Diseases 


Belle Wood-Comstock, M.D., ‘‘Demonstration by Patients 
and Charts of Weight Control.” 


Pediatrics 


Albert L. 
ism, Cretinism, 
itary Dwarf,” 


Hill, M.D., “Differential Diagnosis of Mongol- 
Achondroplastic Dwarf, and the Pitu- 
demonstrated with patients. 
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Neurological Surgery 


Dorrell G. Dickerson, M.D., 
mors, Spinal Cord Tumors 


Diseases of the Chest 
Marvin S. Harris, M.D.—‘Bronchiectasis in Childhood,’ 


illustrated by x-rays. 
Dermatology 


Samuel Ayres, Jr., M.D., and Nelson P. Anderson, M.D., 
“Atypical Manifestations of Scabies,” charts and pho- 
tographs. 

Paul D. Foster, M.D., “Allergic dermatoses,” 
photographic demonstrations. 


Allergy 


Two-reel film, courtesy Mead Johnson Company, 
sented by Erving L. Rogers, M.D. 


Roentgenology 


Walter L. Stilson, M.D., *Typical Roentgenograms of 
Common Pathological Conditions.” 


Physical Therapy 
Fred B. Moor, M.D., 


Orthopedic Surgery 


Ernst Freund, M.D., “Surgical Treatment of Arthritis,” 
patients showing end results. 

David Kling, M.D., “‘The Practical Value of the Study of 
Synovial Membrane and the Synovial Fluid in Ar- 
thritis,” illustrated by charts and slides. 

Adolf Natzler, M.D., “Skeletons prepared after the 
Method of Virchow of Clubfeet, Flat Feet, Bunions, 
Hammer Toes, Plastic Amputations” (Stokes-Gritti, 
Pirigoff). 

G. Mosser Taylor, M.D., “Manipulative Surgery,” illus- 
trated by motion pictures, charts, drawings, and dem- 
onstrations. 


Ophthalmology 


William A. Boyce, M.D., and Sidney Brownsberger, M.D., 
“Demonstration of Interesting Eye Cases.” 


Otolaryngology 


H. James Hara, M.D., 
moved from Ear, 
Passages.”’ 

Walter L. Stilson, M.D., “X-ray Films of Pathological 
Mastoids, Sinuses and Lungs.” 

Leland R. House, M.D., “Dissection of Head and Neck.” 

Merrill O. Dart, M.D., “Dissection of Temporal Bone.” 

Milo C. Schroeder, M.D., “Surgical Approach to Petrous 
Apex,” demonstration by patients. Motion pictures: In- 
strumentation, Tonsillectomy, Mastoidectomy, Laryngo- 
Fissure, Tracheotomy, Peroral Endoscopy, Plastic on 
Rhinophyma, Surgery of Paranasal Sinuses. 


Urology 
Roger W. Barnes, M.D., Prostatic models, motion pic- 
tures, choice of: (1) Examination of Lower Urinary 
Tract (in sound and color); (2) Transurethral Pros- 
tatic Resection; (3) Suprapubic Enucleation of the 
Prostate; (4) Transperitoneal Nephrectomy; (5) 
Catheterization of the Urethra. 


Proctology 


Malcolm R. Hill, M.D., Roger W. Barnes, M.D., and Cyril 
B. Courville, M.D., “Vesical Dysfunction following Ab- 
dominal Perineal Resection for Carcinoma of the 
Rectum.” 

Malcolm R. Hill, M.D., motion pictures, choice of: (1) 
Examination and Diagnosis of the Anus, Rectum, and 
Sigmoid Colon (in sound); (2) One Stage Combined 
Abdominal Perineal Resection for Carcinoma of the 
Rectum (in color); (3) Rehabilitation of the Rectal 
Cancer Case (in color) ; (4) Vesical Dysfunction fol- 
lowing Abdominal Perineal Resection for Carcinoma 
of the Rectum (lantern slides). 


Obstetrics and Gynecology 


Ralph Thompson, M.D., “Demonstration of Home De- 
liveries,” motion picture; ‘‘Demonstration of Interest- 
ing Obstetrical and Gynecological Cases.”’ 


Medical Education 


Walter E. Macpherson, M.D., Charts, Maps, and Statisti- 
= en concerning Activities of the Medical 
chool. 


“Head Injuries, Brain Tu- 
.”” demonstrated by slides. 


clinical and 


pre- 


“(Demonstration of Fever Therapy.” 


“Specimens of Foreign Bodies re- 
Nose, and Lower Food and Air 


Visual Education 


Herbert Childs, D.D.S., and Olov Blomquist, M.D.: (1) 
An Inexpensive Method of Producing Lantern Slides; 
(2) demonstration of these slides by projection on the 


screen. 
Paulson Hall 
4:30 to 6:30 
oO eee and Salt Metabolism,” John E. Gregory, 


:50—“Surgical Treatment of Hypertension,” Dorrell G. 
Dickerson, M.D. 


5:10—Progress of the Association, Dee M. Rees, M.D., 
President. 


500 Pathological Conference, 


Newton Evans, 


:10—News reels. 
Registration fee $1.50. No registration fee will be re- 
quired of students, internes or residents. 
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Brighter Children Tend to Grow Taller and Heavier. 
There is a slight tendency for brighter children to be taller 
and heavier than the average, according to intensive studies 
made over a period of several years by the Institute of 
Child Welfare of the University of California. The study 
was made on approximately two hundred Berkeley chil- 
dren by Dr. Marjorie Honzik, research associate, and Dr. 
Harold Ellis Jones, director of the Institute, and their find- 
ings included in the Journal of Experimental Education. 


It was also noted that children who made above-average 
gains in mental growth, tended to show a more rapid course 
of physical development. There were many exceptions to 
this rule, however ; enough to indicate that normal or above 
normal physical growth is not a necessary factor in normal 
mental growth. The children were tested and measured at 
regular intervals from twenty-one months to seven years 
of age. In one exceptional case a boy tested at two 
years was very markedly retarded in height, weight, and 
mental abilities. During the following five years he re- 
mained one of the smallest and lightest children in the 
group, but his mental gains were so rapid that by seven 
years he had achieved the mentality of a ten-year-old. 


In concluding that physical and mental growth are as- 
sociated, the investigators do not imply that an increase 
in rate of physical growth is a direct cause of an increase in 
rate of mental growth. It is more likely that they are both 
the result of underlying factors affecting in a number of 
ways the development of the individual. 





University Enrollments in the United States: Fall 
Semester, 1937-1938.—The following figures have been 
compiled from the recent article in School and Society, by 
President Raymond Walters of the University of Cincin- 
nati. The original statistics did not separate the University 
of California at Los Angeles from the total figures for the 
University of California. 


California (Berkeley alone 14,694) ......-.........2.--....2ceeeeee 22,955 
RNIN. icscicticteentsacinnanacinisennensunnsiavaisemceusesantinnaats 14,683 
Minnesota 13,691 























Illinois 
New York University 
Ohio State 
Michigan .... 
Wisconsin 
Washington (Seattle) .... 
alia secant 
Harvard 
CG. of 2. ¥... 


Louisiana State ............. 7,644 
U. Be eran ceseirspaedanere niceveccommeucsdassatunsustaceczoossoanon 7,088 
DR a accieaciinsn scenesnanciectnctnehenarercnaminiicneuenies 7,015 
Hunter College ... .... 7,000 
aici aia caida genlgg ha enatoranbniancoyaiieabeteomnaics 6,587 
OTMGNS ..occcesesee - 6,439 
INN ac sslocencessesssansesbeccpatnesanononctenenniasigmubes - 6,221 
lita See RINSGD ~- 6,217 
sonatas as dstaccan naaaasneomioons - 6172 
ce ee a een eaelate 6,077 
NN go BA aariesataed lashing ahaa eck poeta chs en bebop iesueessncAcndektonsoneieiewiaiia 6,035 
Purdue ......<.. maa ccesccscn Se 
Penn State .. eae cpecascnn eee 
OU ITI nies tciticcescias aabniceinabubil 5,888 
Oklahoma .... gale asencss: ES 
Missouri ...... nnn woveces 0,008 
RN iti) 65 cas sais crsces aatedoghoiaacesemcasaanaaadaachonixeeetubaenkseceebeeoss 5,464 
RID IID ccccsccninneccasnsiscnierseninenapreccse 5,423 
PN oad cic ccieen cgntdccenduceiaebaancubeereshecsVunngnanciacsstensacusuaheoninn 5,415 
I adsl . 5,221 
as 

Brooklyn ... 


Michigan State 
PUI, ccicinccesccgiecsinns 
Texas A. and M 
ROU Bile absnioaseeisnnionetes 
Wayne . 

Kansas ... 


+36 8 
he OT TOT OT STS 
weo-100 © OOD 
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WESTERN SCHOOLS NOT INCLUDED ABOVE 


I cece ean icccacetciciciraclaepelotionint sehen saenicmenbaacenenascahaewnegeesin”/ ae 
California Tech ............. 
College of the Pacific... 
Loyola (Los Angeles).. 
Montana 

Occidental 
Oregon .......... 
Oregon State . 
Pomona ........ 
Redlands .. 
Santa Clara . 
St. Mary’s ... 
PRATIEOI  ccccenesccones 
Washington State 
Whittier 
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University of California: The Seventieth Charter 
Anniversary.—On March 21, 1868, the Legislature of the 
State of California gave its approval to a bill introduced 
by the Honorable John W. Dwinelle under the title, “An 
Act to Create and Organize the University of California.” 
On March 23, 1868, this bill was made effective by the 
signature of Governor Henry H. Haight. 

By this action the State of California laid down three 
fundamental principles which undoubtedly have had a favor- 
able influence on its subsequent development. These princi- 
ples were: that higher education should be available with- 
out tuition charge to all young men and women whose in- 
herent endowments promised strength to the community ; 
that whatever else might later be done to satisfy edu- 
cational needs there should be a single state university as 
the culminating unit; and that the regents of the university 
should be left free to develop the institution in harmony 
with the needs of the people. 

Under these principles, during the course of seventy years, 
the University of California has steadily broadened its 
service, has met the unique needs of the State by establish- 
ing additional campuses and research stations, and has 
attained a place of eminence among American universities. 
For these reasons the various divisions of the University, 
at Berkeley, Los Angeles, San Francisco, Davis, Mount 
Hamilton, Riverside, and La Jolla, joined in appropriate 
observance of the anniversary of the granting of the Uni- 
versity Charter during Charter Week, March 19 to 26. 





American Association for the Study of Goiter—The 
American Association for the Study of Goiter, pursuant to 
its accepted invitation and to correspondence with the 
honorary presidents and attending members of the First 
and Second International Goiter Conferences, announces 
that the Third International Goiter Conference is to con- 
vene in the city of Washington, District of Columbia, 
September 12 to 14, 1938. 

The subjects proposed for discussion are as indicated in 
the outlined tentative program. 

Physicians and others in the United States and in other 
countries desirous of participating in the program are re- 
quested to submit titles at their earliest convenience. Since 
the time which it is possible to allocate on the program 
is obviously limited, it will be necessary for the Program 
Committee to exercise its best judgment in the selection of 
speakers and to insist, without exception, that the speakers 
conform to the time allocated. 

Manuscripts of addresses, papers, and discussions de- 
livered or read at the meetings are to be published in 
extenso in the form of transactions. 

The official language of the Conference shall be English. 
Interpreters will be furnished for papers read in other 
languages. 

For further information concerning the Conference, com- 
municate with the officers of the American Association for 
the Study of Goiter or the chairman of the Program 
Committee. 

v v v 
OUTLINE OF TENTATIVE PROGRAM 


First Day—Subject: Endemic Goiter, Cretinism, and 
Myxedema. 


Etiology Todin 
Pathology Prophylaxis 
Types Thyroiditis 


Geographic Distribution Malignant Goiter 


Second Day—Subject: The Thyroid in Relation to Me- 
tabolism, Nutrition and Endocrine Glands. Physiological 
and Pathological! Interrelationship and Clinical Application. 

Oxidation 

Sugar Metabolism 

Water Balance 


Parathyroid 
Pituitary 
Adrenals 


Third Day—Subject: Hyperthyroidism. 


Basal Metabolism Recurrences 
Todin Goiter Heart 
Complications 


Types: Diffuse toxic goiter; nodular toxic goiter. 
Treatment: Nonsurgical; surgical. 


The subdivisions under the subjects above are for illus- 


trative purposes only and are not to be considered as all 
inclusive or exclusive. 
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California Academy of Sciences.—At an open meeting 
at the San Francisco Public Library on March 2, the 
California Academy of Sciences celebrated the centennary 
of the development of the cell theory by Schleiden and 
Schwann. Dr. Frank T. MacFarland, President of the 
Academy, surveyed the development of ideas relating to 
the cell theory and analyzed the significance of the contri- 
butions made by Matthias Schleiden (1804-1881) and 
Theodor Schwann (1810-1882). 


Transatlantic Radio Conference on Rheumatic Heart 
Disease, May 2.—Leading British and American phy- 
sicians, 6,000 miles apart, will confer via the radio on the 
greatest menace to child health, rheumatic heart disease. 
This conference, the first international broadcast on any 
health problem, will be heard over the National Broadcast- 
ing Company, WEAF and the Red Network, on Monday 
evening, May 2, at 7:30 o’clock, Eastern daylight saving 
time. Arranged by the American Heart Association, New 
York City, the conference-broadcast will observe National 
Child Health Day. 

Lord Thomas Jeeves Horder, physician-in-ordinary to 
the King of England, will open the conference, speaking 
from London. Dr. Homer F. Swift of the Rockefeller Insti- 
tute, New York City, and Dr. T. Duckett Jones of the 
House of the Good Samaritan, Boston, will then speak from 
Atlantic City, where they will be attending the convention 
of the American Society for Clinical Investigation. Dr. 
William J. Kerr, President of the American Heart As- 
sociation, will take up the discussion from San Francisco. 

Rheumatic heart disease is now recognized as the dead- 
liest and most crippling affliction of children of school age. 
Its annual mortality rate is seven times that of dread infan- 
tile paralysis during an epidemic, while every year it in- 
visibly cripples thousands more. Close to a million persons 
in the United States have hearts damaged by rheumatic 
fever. 

Lord Horder’s aerial report will dwell upon public health 
aspects of the disease, particularly in England. Doctor 
Kerr, from the West Coast, will tell of the work of the 
American Heart Association in this field. The radio au- 
dience will then be carried back to Atlantic City to hear 
Doctor Swifth describe the medical investigations being 
carried on to isolate the cause of the disease. Doctor Jones 
will follow with a discussion of the treatment of chil- 
dren with crippled hearts, emphasizing the need for long- 
continued sanatorial care. 

This international conference-broadcast was conceived 
by a committee of Irvington House, sanatorium for the care 
of children with heart disease at Irvington-on-Hudson, 
New York, in an effort to stimulate greater public interest 
and action in this major child-health problem. It will 
acquaint doctors, and particularly parents and teachers, 
with the challenge of rheumatic heart disease, more danger- 
ous because of the lack of knowledge of its nature and the 
difficulty in recognizing its early symptoms. Although no 
effective cure has yet been found, it is hoped that this broad- 
cast will be a first step in the earlier recognition of the 
disease which, if unchecked, finally incapacitates the heart. 
A widespread realization of its prevalence should encourage 
increased support of scientific studies along these lines. 

The present difficulty in arousing the attention of the 
public to rheumatic heart disease lies partly in its un- 
dramatic nature. Compared with the explosives and rapid 
pace of most childhood diseases, it plays the triumphant 
but unspectacular rdle of the tortoise in the fable of the 
tortoise and the hare. It is not easy, without specific edu- 
cation, to recognize the first slow manifestations of rheu- 
matic heart disease as the onset of a systemic disease which 
may forever cripple the heart of a child. 


On the Radio Committee of the American Heart Associ- 


ation responsible for arranging this conference-broadcast . 


are: Doctors Arthur C. DeGraff (chairman), New York 
City; James G. Carr, Chicago; T. Duckett Jones, Boston; 
William J. Kerr, San Francisco; H. M. Marvin, New 
Haven; Edwin P. Maynard, Jr., Brooklyn; William D. 
Stroud, Philadelphia; also Miss Gertrude P. Wood of the 
American Heart Association and Mrs. Edwin H. Koehler 
of Irvington House. 
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American Board of Obstetrics and Gynecology: Ex- 
aminations.—The oral, clinical, and pathological exami- 
nations for Group A and Group B applicants will be heid 
. -_ Francisco on Monday and Tuesday, June 13 and 14, 

An informal dinner for the diplomates of this Board, 
their wives and others interested in the work of the Board, 
will be held at the Palace Hotel on Wednesday evening, 
June 15, at seven o’clock. Dr. William D. Cutter, Secre- 
tary of the Council on Medical Education and Hospitals 
of the American Medical Association, will address the 
group, and the successful candidates of the preceding two 
days’ examinations will be introduced in person. Tickets, 
at $2.25 each, may be obtained in advance from Dr. Joseph 
L. Baer, 104 South Michigan Avenue, Chicago, Illinois, or 
at the door. Reservations should be made in advance if 
possible. 


Application for admission to the June, 1938, Group A 
examinations must be on file in the secretary’s office before 
April 1, 1938. 


Application blanks and booklets of information may be 
obtained from Dr. Paul Titus, Secretary, 1015 Highland 
Building, Pittsburgh (6), Pennsylvania. 


American Urological Association: Western Branch. 
The Western Branch, Society of the American Urological 
Association meets at Los Angeles on May 12 to 14, 1938. 


On Thursday evening, May 12, at the headquarters oi 
the Los Angeles County Medical Association, 1925 Wil- 
shire Boulevard, Dr. Thomas Addis of Stanford will de- 
liver a lecture on the physiology of the kidney, describing 
the enormous advances accomplished by the leading re- 
search groups during the last decade. He will deal with 
the subject from a practical clinical standpoint, and this 
lecture should be of greatest practical value and interest 
to every practitioner, no matter what his line of practice. 
He will be followed by Doctor Drury, Professor of Physi- 
ology at the University of Southern California, on a some- 
what different phase of the same problem. 


On Friday evening, May 13, Dr. Fred C. Koch, Pro- 
fessor of Biochemistry at the University of Chicago and 
President of the “Association for the Study of Internal 
Secretions,” and Professor James B. Hamilton of Yale will 
lecture on the male sex hormones and male sex hormone 
therapy—an up-to-the-minute symposium. 


Members of the California Medical Association are cor- 
dially invited to attend not only the lectures above set forth, 
but any or all daytime sessions held on Thursday and on 
Friday at the Los Angeles County Medical headquarters. 


Los Angeles County Quarantined for Rabies.—An 
investigation having been made as required in Chapter 309, 
Statutes of 1913, of the State of California, and rabies 
having been found to exist among dogs living within cer- 
tain portions of the county of Los Angeles, the California 
State Board of Public Health, on February 17, 1938, in 
accordance with the provisions of Chapter 369, Statutes 
of 1913, declared a quarantine against all dogs and cats 
within all but the northern portion of the county of Los 
Angeles, exclusive of Los Angeles, Pasadena, Long Beach, 
Santa Catalina Island, Avalon, Beverly Hills, Vernon, 
South Pasadena, and San Fernando. 


Quarantine under this Act means the strict confinement 
upon the private premises of the owners under restraint by 
leash or closed cage or paddock, of all dogs and cats wit!in 
the above described area. 


It shall be the duty of all peace officers, all deputies of 
the county health officer, as well as the county health officer, 
to enforce the provisions of this order within the above 
quarantined area. 


The county health officer, or other properly constituted 
officials, may make inspection or examination and enter 
upon all private premises for the enforcement of tis 
quarantine. 


Any owner, or other person in possession of any animal 
being held or maintained in violation of this quarantine. 
shall be subject to arrest on the charge of committing a 
misdemeanor. 
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Tuberculosis Christmas Seal: 1937 Sale—Compara- 
tive returns for the first forty-five days of 1936 and 1937, 
together with the total Seal sale for 1936, for the local 
Tuberculosis Associations from whom reports have been 
received both years are listed below: 


1936 
Gross 


1936 1937 
45 Days 45 Days 
$29,298 

807 
551 
660 
3,740 
940 
5,566 
300 
2,000 
508 
2,300 
525 
715 
9,528 
Los Angeles City 50,121 
Los Angeles County 24,715 
Madera $ 829 
Mendocino 1,207 
Monterey 2,435 
Napa 1,467 
Orange ie 
Pasadena .. = 5F z 
Placer ....... 
Riverside .. 
Sacramento . 
San Benito 
San Bernardino 
San Diego 
San Francisco 
San Luis Obispo 
San Mateo 
Santa Barbara . 
Santa Clara 
Santa Cruz .... 
Siskiyou 
Solano 
Sonoma 
South Pasadena 
Stanislaus 
Sutter 


Alameda 
Amador .... 


Contra Costa . 
El! Dorado ... 
Fresno 

Glenn ........ 
Humboldt ... 
Imperial 
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University of California Medical School Offers a 
Short Course in Diseases of the Digestive Tract, April 
13 to 16, 1938.—The course is designed to meet the needs 
of physicians engaged in general practice. Through clini- 
cal presentations, detailed outlines of treatment and demon- 
strations of actual diagnosis and therapeutic procedures, 
every effort will be made to make the course applicable to 
the problems encountered in practice. At the end of each 
lecture, there will be an opportunity to ask questions. The 
meetings will be held in Toland Hall, west end, first floor, 
University Hospital. 

On Thursday and Friday mornings from 8 to 9 and on 
Saturday from 9 to 12, there will be demonstrations of 
operative treatment of the various organs of digestion. 
These will be held in the operating rooms, second floor, 
University Hospital. 

Luncheon will be served on Wednesday, Thursday, and 
Friday, from 12 to 1, and dinner on Wednesday and Friday, 
from 5:30 to 6:30 in the Faculty Club, basement floor, Uni- 
versity Hospital. During the luncheons, trays prepared by 
Miss Ann T. Lamb, Chief Dietitian, University Hospital, 
and the members of her staff, will be shown. These will 
illustrate the various diets mentioned in the lectures. 


_ On Friday evening, following dinner, a round-table meet- 
ing will be held in Toland Hall, during which, through the 
method of question and answer and free discussion, some 
clinical problems will be presented. A box will be provided 
in Toland Hall so that those having questions for this meet- 
ing may leave them. 


_ The tuition fee for the course will be $20. This will 
include the meals, mimeographed diet lists, and a syllabus. 
Registration will be held in the students’ lobby, first floor, 
University Hospital (opposite Toland Hall), from 8 to 
9:30 a. m. on Wednesday, April 13. Although there will 
be ample accommodations for all who wish to take the 
course, it is desirable to notify the Dean’s Office, University 
ot California Medical School, Medical Center, San Fran- 


cisco, of your intention to register. This will facilitate 
arrangements. 
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California State Nurses’ Association, District Five.— 
The Nursing Bureau Committee of this Association an- 


nounces the following approved schedule of fees effective 
April 1, 1938: 


General Nursing 


In hospitals: $6 for eight hours. 75 cents for each ad- 
ditional hour. 

In homes: $6 for eight hours. $8 for twelve hours. 

It is understood that a nurse employed on a schedule in 
excess of eight hours will receive her meals, and that actual 
nursing service over a 24-hour period will not exceed 
twelve hours. 


Extra Charges 


One dollar additional will be charged for the care of the 
baby in obstetrical cases, and $2 for each additional patient 
in the hospital and at home. Maximum fee not to exceed 
$10 for eight hours. : 


Alcoholics 


Eight dollars for eight hours. One dollar for each ad- 
ditional hour. Maximum fee not to exceed $12. 

Note: Transportation to out-of-town cases, and cab fares 
for calls after 11 p. m. are the responsibility of the person 
calling the nurse. When order for a nurse is canceled after 
arrival on a case, the nurse is entitled to one-half day’s fee. 


Hourly Nursing 


One dollar and twenty-five cents per hour for the first 
hour or fraction thereof. Fifty cents for each succeeding 
one-half hour, not to exceed three hours. Beyond a radius 
of five miles from the Los Angeles City Hall, mileage at 
five cents per mile will be charged. 


Early Tests Tell Little of Later Intelligence.—Results 
of intelligence tests taken during the first three years of 
a child’s life offer little indication of what his intelligence 
may be as an adult, according to Dr. Nancy Bayley Reid, 
research assistant at the Institute of Child Welfare of the 
University of California. 

Her statement is based on a study carried out with thirty 
girls and thirty-one boys born in hospitals at Berkeley, 
first observations being taken within three days after birth. 
This study brought Doctor Reid one of the five awards of 
the American Educational Research Association for the 
most important contributions to educational research in the 
United States in the past three years. 

On the basis of the results of her study, Doctor Reid 
believes, “the behavior growth of ten early months of infant 
development has little predictive relation to the later de- 
velopment of intelligence.” As a general factor, she be- 
lieves, intelligence cannot be measured until nerve and 
muscular codrdinations are sufficiently mature to make 
possible those reactions which are characteristic of intelli- 
gence. Even then it may be possible to predict intelligence 
only within a given period of development which would 
still limit the value of mental tests on infants as an indi- 
cation of their probable intelligence as adults. 


Doctor Reid found one good argument for the theory 
of heredity when her tests showed that the most intelligent 
parents had the most intelligent children at the age of three 
years. Strangely enough, however, these children when 
they were less than seven months old showed lower intelli- 
gence than the sons and daughters of less intelligent parents. 
Doctor Reid believes this may be due to their more com- 
plex mentalities, which needed a longer initial period of 
development before they reached an efficient stage. Thus, 
the intelligence of the child’s parents would seem to be a 
better indicator of future intelligence than his own early 
intelligence ratings. 


Full-Time Health Units in California.*—Alameda— 
All unincorporated area and all incorporated cities except 
Alameda, Berkeley, Oakland, Albany, Hayward, Liver- 
more, Emeryville, and Pleasanton; 52,797 out of 474,883 
population. 


Contra Costa—All unincorporated territory and all in- 
corporated towns except Antioch, El Cerrito, Pittsburg, 
and Richmond; 41,472 out of 78,608 population. 


* 1930 U. S. Census Bureau population data. 
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Fresno—All unincorporated territory and all incorpo- 
rated cities except Firebaugh, San Joaquin, Clovis, Fresno, 
Fowler, Selma, Coalinga, Sanger, Reedley, Kingsburg, and 
Parlier ; 73,370 out of 144,379 population. 

Imperial—All unincorporated territory and all incorpo- 
rated cities except Brawley, Calipatria, and Holtville; 
47,152 out of 60,903 population. 

Kern—All unincorporated territory and all incorporated 
cities except Bakersfield, Taft, and Mariposa; 52,042 out 
of 82,500 population. 

Los Angeles—All unincorporated territory and all in- 
corporated cities except Los Angeles, Long Beach, Pasa- 
dena, San Marino, Beverly Hills, South Pasadena, and 
Vernon; 716,168 out of 2,208,492. 

Madera—All territory within the county; 17,164 popu- 
lation. 

Monterey 
lation. 

Orange 
lation. 

Riverside—All unincorporated territory and all incorpo- 
rated cities except Beaumont, Elsinore, Hemet, Blythe, 
Perris, Banning, San Jacinto, and Corona; 63,208 out of 
81,024 population. 

San Bernardino—All unincorporated territory and all 
incorporated cities except Chino, Colton, Needles, Ontario, 
and San Bernardino; 68,560 out of 133,900 population. 

San Diego—All unincorporated territory and all incorpo- 
rated cities except El Cajon, Escondido, Chula Vista, and 
Coronado; 195,894 out of 209,659 population. 

San Joaquin—All territory within the county; 102,940 
population. 

San Luis Obispo—All territory within the county; 
29,613 population. 

San Mateo—All unincorporated territory and all incorpo- 
rated cities except Burlingame, Daly City, San Bruno, 
South San Francisco, Belmont, San Carlos, San Mateo, 
Menlo Park, Redwood City, and Atherton; 17,487 out of 
77,405 population. 

Santa Barbara—All unincorporated territory and all 
incorporated cities except Santa Barbara; 31,554 out of 
65,167 population. 

Santa Crus—All unincorporated territory within the 
county ; 7,032 out of 37,433 population. 

Stanislaus—All unincorporated territory and all incorpo- 
rated cities except Newman, Patterson, and Turlock; 
50,191 out of 56,641 population. 

V entura—All territory within the county; 54,976 popu- 
lation. 

Yolo—All territory within the county; 23,644 popu- 
lation. 

Cities—Berkeley, Oakland, Palo Alto, Pasadena, Long 
Beach, Los Angeles, Sacramento, San Francisco, San Jose, 
Santa Barbara, and Fresno; 2,707,911 population. 

Total population served by full-time health units ; 4,527,- 
554 out of 5,677,250, or 79.7 per cent. 


All territory within the county ; 53,705 popu- 


All territory within the county; 118,674 popu- 


Press Clippings.—Some news items from the lay press 
follow : 
Ten Million Yearly California Alien Relief 


Sacramento, March 15.—(INS)—Aliens in California are 
receiving nearly ten million dollars yearly in direct relief, 
medical care and for the cost of confinement in institutions. 

This was the claim made today in a legislative memorial 
that was en route to Congress and President Roosevelt 
seeking federal assistance in the continually growing 
problem. 

Data gathered by Assemblyman James D. Garland of 
Woodlake presented to the Legislature showed 24.3 per cent 
of the resident population of state hospitals was made up 
of those who were not citizens of this country and that 
$1,044,267, or 18 per cent, was spent for their care during 
the past year. 

It was also shown in Garland’s report that there were 
1,252 admitted aliens in San Quentin and Folsom prisons. 
Garland said there were probably more aliens, but they 
would not admit they were citizens of other countries. 

Los Angeles County, Garland declared, has 7,500 Mexi- 
ean aliens on various forms of public relief and which cost 
citizens $4,500,000 yearly. Orange County had 8,000. 

Officials of several counties, including those of San Ber- 
nardino, Siskiyou, Marin and Mono, have urged federal 
legislation to meet the alien problem.—Los Angeles Eve- 
ning Herald-Express, March 15, 1938. 


CALIFORNIA AND WESTERN MEDICINE 


Vol. 48, No. 4 


Menace to Hospitals Described 


Trends endangering the existence of private hospitals 
yesterday were revealed to the joint convention of the 
Association of Western Hospitals and the Western Con- 
ference of the Catholic Hospital Association. 

Dr. Junius B. Harris, addressing the general assembiy 
in the Fairmont Hotel, pointed to county hospitals as a 
danger factor. Said he: 

“The greatest menace to private hospitals in California is 
the trend towards opening county hospitals to all patients 
regardless of their ability to pay. This is the avenue 
through which state medicine will come if it comes.” 

He also viewed with alarm the trend towards allowing 
those without medical licenses to practice in certain county 
hospitals. 

Earlier, the convention had discussed its most serious 
research problem: Cancer. Dr. Alson R. Kilgore pointed 
out that, treated in early stages, some types of cancer are 
being permanently cured in 80 per cent of all cases. 

Dr. Z. E. Bolin added that the family doctor was the key 
man in early treatment. 

“Therefore,” he recommended, “it is advisable for all 
hospitals who find it possible to form cancer clinics which 
the family doctor may attend.”—San Francisco Examiner, 
March 4, 1938. 


* * . 


New Hospital Charges 

New charges against the Los Angeles County General 
Hospital and its administration were contained today in a 
second editorial by Dr. George H. Kress, president of the 
County Medical Association, appearing in the current issue 
of CALIFORNIA AND WESTERN MEDICINE, Official organ of the 
State Medical Association, of which Doctor Kress is editor. 

In his latest editorial, Doctor Kress renews previously 
aired allegations that payment of bills is pressed against 
indigent patients and that charges in the General Hospital 
are higher than at outside hospitals. Doctor Kress asserts 
that “hospital authorities, through the collection bureau of 
the Charities Department, are using methods so seemingly 
harsh that the indigent poor and their friends, about 500,000 
persons, are driven to become in many instances more or 
less antigovernmental and bolshevistic.” 

Doctor Kress attached to his latest editorial numerous 
letters from other physicians and former General Hospital 
patients to support his claims, and quotes at length the 
results of an investigation already undertaken by order of 
the county supervisors into his originally printed charges.— 
Los Angeles Evening Herald-Express, March 9, 1938. 


New Hospital Plan Adopted 
State Permit Paves Way for Group Care Through Insurance 


A group of twenty-seven leading hospitals of Southern 
California will inaugurate group hospitalization on March 
15 as a result of the granting late yesterday by the State 
Insurance Commission of the first permit to be issued under 
Assembly Bill 1132, which makes it possible for individuals 
and families to pay their hospital bills like insurance, at a 
rate of a few cents a day. 

The permit was presented last night at the closing meet- 
ing of the Western Hospital Association, in San Francisco, 
to Ritz E. Heerman, superintendent of the California Hos- 
pital and prime mover in the drive to obtain such legisla- 
tion for California. 

A nonprofit organization known as the Associated Hos- 
pital Service of Southern California has been formed 
among leading hospitals of the Southland, according to 
Dr. L. B. Rogers, executive director of the group, which 
has opened offices in the Chamber of Commerce Building. 

The group is headed by Mr. Heerman as president; Dr. 
William H. Kiger, vice-president ; Leonard K. Brown, sec- 
retary ; Dr. Edw. M. Pallette, treasurer, and Rt. Rev. Msgr. 
T. J. O’Dwyer, Dr. Glen E. Myers, Dr. Philip J. Edson, 
Dr. J. M. Burlew, Roland Maxwell, Anna K. Volger and 
G. Henniger, R.N., as directors. 

Hospitals in the group are Alhambra, California, Cedars 
of Lebanon, Centinela, Collis P. and Howard Huntington 
Memorial, Foster Memorial, Good Samaritan, Jared Sid- 
ney Torrance Memorial, Las Campanas, Loma Linda, Long 
Beach Community, Mercy, Methodist, Mission, Physicians 
and Surgeons, Presbyterian-Olmsted Memorial (Holly- 
wood), Riverside Community, San Pedro General, Santa 
Barbara Cottage, Santa Fe, Santa Monica, Scripps Memo- 
rial, Seaside Hospital, St. John’s, St. Joseph’s, St. Luke's 
and White Memorial. 


Budgeting Planned 


Group budgeting plans for hospitalization have been de- 
veloped in fifty communities in the United States and have 
a total membership of over one million subscribers, accori- 
ing to President Heerman of the new California group. All 
these plans have been carefully studied and the enabling 
legislation for California drawn with the utmost public 
protection in mind. 





April, 1938 


No hospital is admitted to the group which does not hold 
a certificate from the California Board of Public Health, 
and groups formed under this law must be nonprofit and 
must have a permit from the Insurance Commissioner. 


Designed as a service to persons of moderate means, the 
plan permits enrollment of employed groups of five or more 
at rates ranging from 3 cents a day for individuals to 


7 cents a day for an entire family, regardless of size. 


No physical examination is required, and service will in- 
clude all items usually furnished in a hospital with the 
exception of fees of the medical practitioner. The sub- 
scriber will have free selection of physician and hospital, 
but he must pay for the physician. The plan covers all ill- 
nesses or accidents except those covered by compensation 
laws or diseases which are quarantinable or subject to 
isolation by the Board of Health.—Los Angeles Times. 


* * * 


Group Hospital Move Praised 
Head of Association Says 1,500,000 Get Care at Low Cost 


“Group hospitalization is spreading over the country and 
will be a bulwark against state medicine,” Robert E. Neff, 
president of the American Hospital Association, said yes- 
terday at the Biltmore. 


Nominal Fees 

By the plan, already established in seventy cities, the 
hospitals join in offering services for nominal fees paid like 
insurance. New York has a 3-cents-a-day plan that has 
worked out well, Neff says. Altogether in the country there 
are 1,500,000 persons protected by the group hospitalization. 

“It is a boon to the wage-earning class,” Neff says, “and 
by offering it protection at low cost removes one of the 
chief arguments for government medicine.” 


Plans Session 


Neff is administrator of the State University of Iowa 
Hospitals, with headquarters at Iowa City. He comes from 
Dallas, where he made preliminary arrangements for the 
convention of the American Hospital Association to be held 
there in September. He is on his way to San Francisco to 
attend the Association of Western Hospitals convention 
there next week.—Los Angeles Times. 


* * * 


White House Given Measure to Curb Injurious 
Advertisements 


Washington, March 14.—(AP)—Legislation increasing 
powers of the Federal Trade Commission over advertising 
of food, drugs and cosmetics won approval of the Senate 
today and went to the White House. 


Senator Wheeler, Democrat, of Montana, said “this is one 
of the greatest steps toward the elimination of unfair prac- 
tices that has ever been taken by Congress.” 


The Montanan said that previously the federal agency 
could act only when firms injured competitors, whereas the 
new bill covers injury to the public. 

Senator Copeland, Democrat, of New York, criticized the 
measure as not broad enough. Consumers will suffer, Cope- 
land said, because the bill stresses four articles—food, 
drugs, cosmetics and devices—instead of any commodity. 

Wheeler insisted Copeland was misinformed. Any person 
who is injured by a product can demand action by the 
commission or the agency can act upon its own initiative, 
he said. 

The commission can obtain an injunction to halt distri- 
bution of any injurious product, he added. Violations could 
mean penalties up to $5,000.—Los Angeles Times, March 15, 
1938, 

+ * a 


New York Passes Social Disease Test Law 
Albany, March 9.—(INS)—By overwhelming vote, the 
New York State Assembly today passed a bill requiring 
that expectant mothers undergo medical tests for social 
disease. The vote was 116 to 4.—Los Angeles Exanviner, 
March 10, 1938. 
* * * 


County-Wide Control of Tuberculosis Recommended 


A survey of the tuberculosis control program in Los 
Angeles County, prepared by Dr. Robert E. Plunkett, gen- 
eral superintendent of tuberculosis hospitals of the New 
York State Department of Health, for the Department of 
Budget and Research of Los Angeles County, was sub- 
mitted by the director of the department to the County 
Board of Supervisors on December 8. 

The report of the survey, which was conducted under the 
auspices of the U. S. Public Health Service and the State 
Department of Public Health, has recently been made 
public, and mimeographed copies distributed. 

\ summary of recommendations states: 

“In this survey of the administrative tuberculosis con- 
trol program in Los Angeles County, the health of the 
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community and the financial interests of the citizens have 
been the determining factors in the following recom- 
mendations: 


“1, Organization of a county-wide department of health 
under a commissioner of health. 


“2. Appointment of a director or comptroller of tubercu- 
losis in the County Health Department. 


“3. Clinicians in charge of existing health centers to 
serve under the supervision of the director of tuberculosis 
in the administration of the local tuberculosis programs. 


Additional Beds Needed 
“4, Construction of two new tuberculosis hospitals of 
500-bed capacity each. 
“5. The superintendent of each tuberculosis hospital 
(mew and old) to function under the general supervision 
of the director of tuberculosis. 


“6. The Health Department to be responsible for the ulti- 
mate decision as to the eligibility for hospital care in all 
cases on the basis of the best health interests of the public 
and the individual, without regard to the patient’s ability 
to pay. 

“7. Quantitative clinic services to be provided on the 
basis of district mortality and morbidity. All tuberculosis 
clinics to be operated by the medical staffs of the hospitals 
in the respective hospital districts. Tuberculosis clinics to 
be regarded as educational centers to which local physi- 
cians should be encouraged to come for instruction in 
diagnostic methods. 

“8. Organization of a unified field nursing program under 
the director of public health nursing in the department of 
health, codperating with director of tuberculosis. 

“9. The development of an adequate medical social pro- 
gram.”-——News Letter, California Tuberculosis Association. 
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Single Health Unit Urged for County 
Organization of a county-wide public health department 
to include the Los Angeles metropolitan area yesterday 
was recommended to the county government by Dr. F. M. 
Pottenger, head of the county’s tuberculosis advisory 
board. At present the Los Angeles City Health Depart- 
ment is separate and independent of the County Health 

Department.—Los Angeles Times, March 8, 1938. 


Supervisors Order Survey for Revision of Charter 

Studies with a view of revamping the charter of Los 
Angeles County, effective since June 2, 1913, were ordered 
by the Board of Supervisors on motion of Supervisor 
McDonough. 

Under the resolution a committee comprised of the 
County Counsel, County Auditor and director of the county 
Bureau of Budget and Research will be formed to start the 
survey looking toward revisions in the charter that could 
be placed before the voters in the coming November 
election. 

Ask Recommendations 

Each county governmental department head is instructed 
to make a study of his department to formulate recom- 
mendations to be submitted to the committee by May 1. 
The committee itself will make its report to the Board of 
Supervisors not later than August 1. 

The action of the county officials is coincident with those 
in the city of Los Angeles who are making a study of the 
city charter with a view of revamping that document. 

Approved in 1913 

The county charter was approved by the State Legisla- 
ture on January 29, 1913, and became effective June 2 that 
same year. 

A special committee is now making a study of county 
civil service regulations. The findings will be laid before 
the charter committee, Supervisor McDonough said.—Los 
Angeles Times. 

e + 6 


Medical Care Plan Outlined 

Group Insurance Praised in Address to Hospital Leaders 

San Francisco, March 1.—(AP)—Group insurance, 
“which helps the patient to help himself,” was pictured to 
several hundred western physicians and hospital directors 
today as “a great bulwark against government medicine, 
in an address by Robert E. Neff of Iowa City, Iowa, presi- 
dent of the American Hospital Association. 

Neff told the Association of Western Hospitals and the 
Western Conference Catholic Hospital Association that “‘it 
should be remembered there is no such thing as free hos- 
pital care—somebody has to pay. And with the public be- 
coming more and more insistent that all persons have 
hospital care, that demand must be met in some way.’— 
Los Angeles Times. 
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Los Angeles County Has 47,281 Old-Age Pensioners; Total 
Growing 

Old-age pensioners are increasing rapidly in Los Angeles 
County. 

By next June there will be approximately 62,300 old-age 
pensioners, blind and child-aid cases, as compared with 
54,799 in November, 1937, and 35,481 in July, 1936, accord- 
ing to a report filed with the Board of Supervisors today by 
Rex Thomson, county superintendent of charities. 

During the current fiscal year approximately $21,000,000 
will be spent in this county on such cases, according to 
Thomson. Of this amount $7,119,587, or 34.1 per cent, will 
come from county tax funds. This amount will include the 
administrative costs, and comes almost entirely from county 
funds. 

A breakdown of the types of assistance given shows 
29,580 old-age pension cases in July, 1936, as against 47,281 
today. Needy blind cases totaled 2,634 in July, 1936, and 
2,800 today. Dependent children cases increased from 
3,267 in July, 1936, to 4,574 at the present time. 

Allowances for old-age pension cases in July, 
totaled $621,015, against $1,193,391 in November, 1937. 
Blind aid allowances were $84,926 in July, 1936, and 
$125,114 last November. Child aid costs were $88,840 in 
July, 1936, and $143,698 in November last. The cost of these 
cases, all of which are mandatory on the county by state 
law, is borne by the county, state and federal governments. 

Los Angeles Evening Herald-Express. 


1936, 


* * * 


Oid-Age Pensions Paid 100,000 Californians 

Sacramento, Feb. 28.—(Exclusive)—More than 100,000 
elderly persons in California received old-age pension pay- 
ments in January, Mrs. Florence L. Turner, State Director 
of Social Welfare, announced today. 

A total pension payment of $3,326,191 was made to 
100,834 persons for an average of $32.99 per case, Mrs. 
Turner said. 

In Los Angeles, 37,258 persons received the pension, with 
the amount expended being $1,241,557. The average per 
case was $33.32.—Los Angeles Times. 


* * * 


Doctor Gives Life in Jungle Search for Paul Redfern 

Georgetown (British Guiana), Feb. 17.— (AP) —The 
Colonial Secretary’s office today announced that Dr. Fred- 
erick J. Fox of Boston, member of the Waldeck Expedition, 
had died on Devil's Hole Island, deep in the jungle, where 
the expedition had been marooned. 

Word of the death was brought out of the jungle by 
James De Souza, leader of a party which had gone to the 
aid of the expedition. He said Doctor Fox already had been 
buried when the relief party reached the island. His mes- 
sage did not give details of Doctor Fox's death. 

De Souza, returning to Bartica, reported the expedition, 
released from the island on which it had been trapped by 
high water and defection of its native bearers, had con- 
tinued farther into the interior. 

The expedition, under Theodore J. Waldeck, American 
explorer, has been searching for Paul Redfern, long miss- 
ing American aviator.—Los Angeles Times. 


* * * 


Insulin Aids 100 Undernourished 

Boston, March 5.—(AP)—The New England Journal of 
Medicine today reported 100 thin men and women, suffer- 
ing from malnutrition, showed striking improvement 
through the use of insulin, gaining immediately in weight 
and appetite. 

Most of the 100 persons studied “noted an improved gen- 
eral and mental condition, an increase in strength and effi- 
ciency, and better intestinal functioning,” the report said.— 
San Francisco Examiner, March 6, 1938. 


+ +. 7 


Plan for Cure of Alcoholics 
Suggests Fund Be Provided from Liquor Tax Revenues; 
Proposes Two Institutions 


Plans which may be the basis of a workable project for 
the solution of a growing problem—what to do about 
habitual drunkards—were presented in detail here last 
week before the meeting of the Association of Western 
Hospitals. 

Author of the plans is Dr. J. C. Geiger, director of pub- 
lic health. Fundamental principle involved is this—‘‘costs 
of care and treatment for drunkards should come from 
liquor taxes.” 

Major Social Problem 

“Chronic alcoholism has become a major social prob- 
lem,” Doctor Geiger said. “Its victims require medical 
eare in most cases and should be sent to special work 
farms where such care may be provided. 
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“Hopeful patients should not be treated in the san 
institutions with psychopathic and degenerate drunkarus. 
This last group,” Doctor Geiger explained, “are only se 
ondarily alcoholic. Their alcoholism is merely one of the 
symptoms of a deeper and more fundamental disorder ani 
they not only fail to be cured, but actually hinder the cur 
of more promising patients.” 


Two Institutions 


Careful selection of cases for treatment, ample tine 
periods for its accomplishment should be allowed, he saivi. 
Two special institutions, one in northern, one in southern 
California, could readily be established. 

He quoted state financial reports which show that, in 
1937, excise taxes on beverages totaled $1,889,079; license 
fees, $5,699,354; distilled spirits excise stamp tax sales, 
$8,248,599 ; fines, $85,871, and the sales tax intake, “another 
tremendous sum.”—San Francisco Examiner, March 6, 1938. 


: * * 


$30,000 for Cancer Relief 


As the result of the grant of $30,000 by the National 
Advisory Cancer Council of Washington to the University 
of California, great progress will be made in the treatment 
of cancer by radium and radio-active substances, it is 
believed here. 

The money will be spent entirely in the laboratory of 
Dr. E. O. Lawrence, professor of physics and head of the 
university’s radiation laboratory. 

The grant came as the result of the latest achievements 
of Doctor Lawrence’s cyclotron in the development of 
synthetic radium and radioactive substances. 

In this cyclotron various substances are bombarded with 
electrical rays until their atoms are broken down and they 
form new substances. One of the latest of these experi- 
ments was the formation of synthetic radium. 

With the $30,000 grant, a new and much larger labora- 
tory will be built and a much larger cyclotron, to be known 
as a “medical cyclotron,” will be installed for the produc- 
tion of purely radioactive substances for medical use and 
specially for the treatment of cancer. 

To date, the old cyclotron has produced more than 200 
radioactive substances, such as radiosodium, radiophos- 
phorous and radioiron. 

The present limited laboratory has produced these sub- 
stances equal in radioactivity to one gram of radium. These 
amounts have been found adequate for hospital experi- 
mental use and at present can be produced at a cost com- 
parable with that of radium. 

However, as the cyclotron is only in the early stages of 
its technical development, Doctor Lawrence is convinced 
that its efficiency can be improved and that it can be made 
to produce the equivalent of ten grams or more of radium. 


Great Expansion Seen 


This would permit the most extensive use of radium and 
open up vast flelds of experimentation with it in various 
diseases. It was for this purpose that the $30,000 grant 
was made. 

One of the most important features of the newly created 
radioactive substances by the cyclotron is that they are not 
toxic. They can be taken into the digestive tract or admin- 
istered intravenously without harmful consequences. 

These substances also permit a close observation of their 
action on the blood and the body of the patient by the 
“taggine’”’ of atomic content through radioactive properties. 
—San Mateo Times, March 14, 1938. 


* . * 


Expansion of Health Units in San Francisco 


Rossi Given Proposal for Widening Activities in 
San Francisco at Cost of $86,000 a Year 


A major expansion of the Health Department’s activities, 
which would cost approximately $86,000 per year, was pro- 
posed to Mayor Rossi yesterday by Dr. J. C. Geiger, health 
director. 

Suggested was establishiment of a bureau of tuberculosis, 
concentration of efforts to combat the social disease plague 
under one executive, with establishment of new clinics, and 
increase of the present $20,000 fund supplying free milk to 
indigent and undernourished children to $30,000. 


Increase Sought 


Doctor Geiger also pointed out that the department's 
bureau of sanitary engineering was only a “skeleton” o:- 
ganization, and that the personnel should be increased. 

Transfer of the bureau of plumbing from the Depart- 
ment of Public Health to the Department of Public Works 
was suggested. All city inspection services should be cv- 
ordinated under a technically qualified director, Docto! 
Geiger declared. 

“There should be established two additional infant we'- 
fare stations in strategic positions in the city where sub- 
normal living conditions are present,” the health director 
informed the mayor. 
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Hospital Proposed 
Establishment of a new unit of the Emergency Hospital, 
at a site to be selected, also was proposed, as well as re- 


organization of the Health Department’s building arrange- 
ments. 


The improvement program was formulated with aid of 
University of California public health professors.—San 
Francisco Examiner, March 2, 1938. 


* * s 


Rabies in California 


During the past fifteen years, 1922 to 1937, 12,926 cases 
of rabies in animals have been reported to the California 
State Department of Public Health. Their distribution, by 
animals, is as follows: 
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The distribution of these 12,926 cases of rabies in ani- 
mals, by counties, is as follows: 
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* Dog brought into California from Denver, Colorado. 
Raccoon brought to Imperial County from Mexicali. 


. iia those counties that have reported cases are 
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Human Cases 


Since 1899, when rabies first appeared in California, 
eighty-six human beings have died of this disease. Of 
these, thirty had received the Pasteur treatment for the 
prevention of rabies. It must be remembered that this is a 
fatal disease, and that no one who has once shown symp- 
toms of rabies has ever recovered. It is 100 per cent fatal. 


The Pasteur treatment, in order to be effective, depends 
upon several factors, such as prompt administration follow- 
ing bite of an infected animal and location of bite, those 
near the larger nerve centers being much more serious. 
Cauterization of the wound with fuming nitric acid, which 
is the only reliable cauterizing agent, is also of prime m- 
portance n preventing the development of rabies. 


Of the thirty fatal cases in which the Pasteur treatment 
was given, thirteen had received no cautery. In nine cases 
wounds were cauterized with nitric acid, four with iodine, 
two with carbolic acid, one with argyrol and one with silver 
nitrate. The records show that in only nine out of thirty 
cases were Wounds cauterized with nitric acid. Of the re- 
maining fifty-six cases out of the total that have occurred 
since 1899, only five had received cauterization with nitric 
acid. 

Since the location of the wound is of great importance in 
rabies, it is interesting to note that in these thirty de- 
cedents, sixteen had been bitten on the head and face, seven 
on the hands, one on the wrist and face, two on the arm or 
wrist, one on the legs, one on the foot and wrist and in two 
cases the location of the bite was not recorded. 


In three cases treatment was started the same day that 
the patient was bitten and in ten cases treatment was 
Started five or more days after having been bitten. 


Regardless of the location of the wound, 76 per cent of 
these cases, for which the incubation period is known, had 
incubation periods of sixty days or less. In no case was 
the incubation period less than ten days. In only three 
cases did it extend over a period longer than six months. 
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While the Pasteur treatment is ineffective in a small pro- 
portion of cases, particularly those involving severe bites 
about the head, face and arms, it is generally effective, and 
under improved methods of administration far better re- 
sults are obtained now than were possible when the method 
was in its infancy. In the Pasteur L’Institut, Paris, where 
more than 500 patients receive the treatment each year, a 
fatality seldom occurs. In those cases where the lacera- 
tions occur on the head and face the infection sometimes 
develops more rapidly than immunity can develop through 
the Pasteur treatment.—Weekly Bulletin, California De- 
partment of Public Health, March 5, 1938. 


* a 


Dog Bite Victim Dying, Report of Health Officer 


Bitten by a cocker spaniel dog a month ago, according to 
health authorities, Rufus Bradley, 141 North Grand Ave- 
nue, was reported dying at General Hospital today from 
rabies, according to Dr. George Parrish, city health officer. 

Bradley was one of nine persons the dog reportedly at- 
tacked when he ran from his home in Glendale to down- 
town Los Angeles. 

Seven of the nine reported to the Health Department for 
Pasteur treatments, Parrish said, and they are now recov- 
ering. Stephen Wilson, who failed to take the Pasteur 
treatments, died several days ago. Bradley also had failed 
to take Pasteur treatments.—Los Angeles Herald-Express, 
March 24, 1938. 
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Concerning the Los Angeles County Hospital. 
AMERICAN COLLEGE OF SURGEONS 
Chicago, March 16, 1938. 


To the Editor :—I wanted to see you while in Los Ange- 
les several days ago, but my time was taken up with two 
or three meetings which I had to attend and, therefore, 
did not have an opportunity to discuss with you the Los 
Angeles County Hospital situation. .. . 


Since receiving the Los Angeles County Hospital mate- 
rial you sent to me, I have reviewed it very carefully, and 
I am convinced that you worked up an excellent case which 
will surely have effect in changing the unfortunate policy 
which the Board of Supervisors have adopted in connection 
with the County Hospital. 

I hope the time is not too far distant when the plan and 
set-up followed in Alameda County will be adopted in Los 
Angeles County. There is no question whatsoever but that 
the Alameda County plan is the best one under which any 
county hospital can be run... . 

The county hospitals certainly should be kept exclusively 
for indigent cases and not for patients who are able to pay 
their way. ... It is highly unfair to the taxpayer and to 
the physician to open the county hospitals to all people, 
regardless of their financial status, and I am sure that you 
will get lots of support in the investigation of the situation 
which you are now endeavoring to expose. Your premises 
are exceedingly well taken. 

Rest assured of my deep interest in this matter and desire 
to give you any personal support I can in the issues men- 
tioned in your letter and the material which you so kindly 
sent me. 

Very sincerely yours, 


Matcotm T. MacEacuern, M.D., 
Associate Director. 


Concerning rabies quarantine in Ventura County. 
STATE OF CALIFORNIA 
DEPARTMENT OF PuBLic HEALTH 


Modification of order issued December 8, 1937, 
declaring a quarantine against all dogs and cats 
within the boundaries of the county of Ventura. 


To the Editor :—Having received from Charles R. Wylie, 
M.D., Health Officer of Ventura County, a request for the 
modification of the order issued December 8, 1937, declar- 
ing a quarantine against all dogs and cats within the bound- 
aries of the county of Ventura, the California State Board 
of Public Health having made an investigation in accord- 
ance with the provisions of Section 2, Chapter 369, Statutes 
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of 1913, hereby modifies the above-mentioned quarantine 
order as follows: 


Quarantine shall be defined as the confinement of all 
dogs and cats within the designated area upon the private 
premises of the owners under restraint by leash or closed 
cage or paddock, except that persons over the age of fifteen 
years shall be permitted to take their dogs and/or cats on 
the public streets and highways when such animals are 
controlled by suitable leash not over five feet in length, and 
when so controlled may also take them on the highway in 
automobiles; except that those dogs and cats, quarantined 
as rabies contacts and confined to their premises or such 
other place as may be designated by the health officer or 
his representative, shall not be permitted to leave the desig- 
nated premises upon which they are confined. 


March 2, 1938. 


W. M. Dicxr, M.D., 


Director of Public Health and Executive 
Secretary, State Board of Public Health. 


Concerning Portland meeting of American Public 
Health Association: Western Branch. 


To the Editor:—May we ask you to call the attention 
of your readers to the fact that the Western Branch, Ameri- 
can Public Health Association, will hold its ninth annual 
meeting in Portland, Oregon, June 6, 7, and 8, 1938. The 
program will be devoted to discussion of public health 
matters of special interest to the West, and will present 
speakers of national and western prominence. 

Inquiries should be addressed to Dr. William Levin, 
State Department of Health, 816 Oregon Building, Port- 
land, or to the undersigned. 

Sincerely yours, 


W. P. SHeparp, M.D., 
Secretary. 


Concerning Child Health Day, Sunday, May 1, 1938. 


U. S. DEPARTMENT OF LABOR 
CHILDREN’S BuREAU 
WASHINGTON 


To the Editor:—Dr. W. W. Bauer, Director, Bureau of 
Health and Public Instruction of the American Medical 
Association, has suggested that we send to you the enclosed 
Suggestions for the Observance of May Day—Child Health 
Day, 1938—with the request that you give some notice to it 
in your state medical journal. .. . 

Sincerely yours, 
KATHARINE F. LENROOT, 
Chief, Children’s Bureau. 


7 7 7 
(copy) 
May Day—Child Health Day, 1938 
Sunday, May 1 
Supplementary Observance, April 30 and May 2 


Suggestions for Observance 

Child Health Day activities are sponsored by the Chil- 
dren’s Bureau at the request of the State and Provincial 
Health Authorities of North America in accordance with 
the Congressional Resolution of May 18, 1928, which 
authorized the President to proclaim May Day as Child 
Health Day. 

Slogan.—Speed children on the road to health. 

Objective-—Every community to make full use of its 
resources in order to insure to children safe birth, normal 
growth, and protection against disease and accident in their 
progress from infancy to maturity. 


Leadership—State May Day chairmen appointed by 
State health officers arrange for the codperation of State 
and local public agencies and private organizations in plan- 
ning May Day activities that will contribute to year-round 
child-health activities. State departments of education co- 
operate in planning school Child Health Day programs. 


Program.—For community groups: (1) Review of local 
child-health activities; (2) planning for the extension and 
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improvement of child-health programs; and (3) presen- 
tation of special child-health needs requiring the attention 
of parents and others in the community. 

By children: Exhibits, demonstrations, programs, plays, 
games, and festivals, illustrating the health needs of chil- 
dren, healthful activities, and progress made during the 
year in their knowledge concerning the protection of their 
own health and of the health of the community. 

For the general public: News stories, radio talks, 
speeches, posters, exhibits. 


For information on State programs, write to State May 
Day Chairman, State Department of Health. 


CoMMITTEE OF REVISION 
OF THE 
PHARMACOPOEIA OF THE UNITED STATES OF AMERICA 
1930-1940 


Announcement by the U. S. P. Anti-Anemia Products 
Advisory Board Concerning Liver Preparations 
Conforming to U. S. P. Standards 


To the Editor:—When liver and stomach preparations 
were admitted to the U. S. Pharmacopeeia, Eleventh 
Edition, it was recognized that these products presented a 
different problem, from the viewpoint of standardization, 
than any question previously before the Pharmacopeceia. 


As no ordinary methods for standardization or testing 
were available, an Advisory Board, made up of specialists 
in the treatment of anemia, was appointed. This Board 
established methods for determining the value of anti- 
anemia products, and the basis for a U. S. P. “unit of 
potency.” They also issued forms for reporting evidence 
of clinical value and announced regulations for indicating 


the potency of U. S. P. products and for the wording of the 
labels. 


On the invitation of the Board, a large number of clinical 
reports were submitted by manufacturers in evidence of 
the value of their products, and the Anti-Anemia Board, 
after reviewing these records, herewith submit their con- 
clusions. This first report lists the products which have 
been approved up to this time as complying with the U. S. P. 
specifications and the firms authorized to sell or distribute 
them. 


As is probably generally known, only a relatively small 
group of manufacturers have provided the necessary hospi- 
tal facilities for checking the clinical value of anti-anemia 
products as required by the Board, and several of these 
distribute their products through the medium of other 
pharmaceutical firms. 


Having been supplied with adequate clinical evidence of 
the efficiency of a manufacturer’s product and having ac- 
cepted it as of U. S. P. grade with a specific dose, the Anti- 
Anemia Board, on request, have also authorized the distri- 
bution of some of these approved products by other firms 
when the firms have given assurance that their handling 
of the products will in no way alter its quality or potency. 
No doubt the Board will later report additional approved 
preparations and firms. 

Any assistance which you can give in extending publicity 
to this report will be appreciated. 


Forty-third Street and Woodland Avenue, 
Philadelphia, Pa. 


Respectfully, 
E. FuLLERTON Cook. 


Concerning rehabilitation of mental defectives. 


To the Editor:—Dr. Walter E. Fernald, one of the 
greatest pioneers in the treatment of the mentally deficient, 
once said: 

“There is no panacea for feeble-mindedness. There will 
always be mentally defective persons in the population of 
every state and country. All of our experience in dealing 
with the feeble-minded indicates that if we are adequately 
to manage the individual defective, we must recognize his 
condition while he is a child, protect him from evil influ- 
ences, train and educate him according to his capacity, 
make him industrially efficient, teach him to acquire correct 
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habits of living, and, when he has reached adult life, con- 
tinue to give him the friendly help and guidance he needs.” 

How New York State is providing for the rehabilitation 
of its mental defectives who are capable of material im- 
provement, and for the humane custodial care for persons 
of such a low grade of development that they cannot be 
restored to community life, are discussed in a newly pub- 
lished report of the survey of the methods of care, treat- 
ment, and training of the feeble-minded at Letchworth 
Village, Thiells Post Office, Rockland County, New York, 
one of the state’s largest institutions for the mentally defi- 
cient. Upon request, we will be glad to send you a copy of 
the report. 

Sincerely, yours, 


F. B. KirKsrRIDeE, 
President. 


Concerning Codperation of Major Disaster Emer- 
gency Council in recent Los Angeles floods. 


Mayor DisAstER EMERGENCY COUNCIL 
2224 West S1xtH STREET (WESTLAKE Park) 
Los ANGELES CALIFORNIA 


March 22, 1938. 
To Medical and Sanitation Committee: 
George Parrish, M.D. 
Edward M. Pallette, M.D. 
George H. Kress, M.D. 


Dear Doctors :—You will find enclosed a facsimile of a 
letter from the Mayor. This letter carried his appreciation 
to all members of the Emergency Council. Therefore, I 
felt I should pass it on to you. 


You will also find enclosed a copy of my report on the 
activities of the Emergency Council. 


Respectfully, 


Basi E. Rice, 
Director of Coérdination. 


v v 7 


(cory) 
OFFICE OF THE MAyor 
City HAL 
Los ANGELES, CALIFORNIA 
March 11, 1938. 

Mr. Basil E. Rice 
Director of Codrdination 
Major Disaster Emergency Council 
2224 West Sixth Street 
Los Angeles, California 
Dear Mr. Rice: 


I feel that you and your associates in the administration 
of the Major Disaster Emergency Council are deserving 
of the highest commendation for the effective manner in 
which you responded to your first alarm on March 2, 1938, 
when our city was threatened with catastrophe. The effi- 
cient work of the several committees in maintaining com- 
munications, rescuing victims of the flood, providing prompt 
relief to those who had suffered loss, and allaying the fears 
of our citizens generally by frequent assurance of reliable 
information, gave a clear demonstration of the worth and 
the potential strength of the organization. 


We are grateful that we were spared a major disaster, 
and out of the unfortunate crisis we have gained a new 
confidence and assurance that our Major Disaster Emer- 
gency Council is prepared to meet any call, no matter how 
great it may be or when it may come. 

With kindest regards, 

Sincerely yours, 


Frank L. SHaw, Mayor. 


¢ #€ #¢ 


(COPY OF COORDINATOR’S REPORT) 


March 10, 1938. 
The Major Disaster Emergency Council got a real work- 
out on March 2,.3, and 4. Even though this was not con- 
sidered a real major disaster, it did give us an opportunity 
to test our plans. 
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In making a report of the activities of this Council it 
must be remembered what the Major Disaster Emergency 
Council is. It is all the departments of the City Govern- 
ment. The American Red Cross, our public utilities, pri- 
vately owned corporations, our contractors, supply houses, 
our hospitals, physicians and surgeons, etc. In fact, every- 
one in the community who is expected to act in time of 
disaster has brought themselves together and formed a 
Major Disaster Emergency Council; a place where they 
have been able to formulate plans and correlate their efforts. 
Therefore, it can be readily understood how impossible 
any single report could be made to cover all the activities 
of the Emergency Council. 

All of the various units of this Emergency Council have 
made individual reports which cover their particular phases 
of the program. We then will make our report along more 
general lines. 

This was one of those disasters that developed slowly 
with no one being able to predict how far it would go. 
During the first hours it seemed that each problem we were 
called upon to solve would be the last, until suddenly we 
came to the realization that we had a tremendous problem 
before us, and it was a real source of satisfaction to note 
the promptness with which the various units and individual 
members of the Council responded. 

Early on the morning of the 2nd, Frank L. 
and Chairman of the Emergency Council, came to Emer- 
gency Council headquarters and took personal charge. 
Practically every member of the Executive Committee re- 
ported either in person or by telephone, and reported that 
they were in constant touch with the members of their 
subcommittee and that the entire emergency set-up was 
standing by; that we might use all or any part of it as the 
need required. 


The telephone communication in the city was excellent. 
Therefore, it was not necessary to call regular mobilization 
of all the members. 


All departments of the City Government went into action 
doing their respective jobs, calling upon the Reserves as 
needed. There was a very close understanding between all 
departments. There was not a call for Reserves that was 
not answered promptly, proving that the great amount of 
planning which had been done was of untold value, and 
enabled them to locate outside facilities with the minimum 
of time. 


The American Red Cross section was very busy, and 
began using boats for evacuating homes early. They estab- 
lished refugee camps in Venice, Canoga Park, Van Nuys, 
North Hollywood, and Tujunga. It was marvelous to see 
how the various units of this section coOperated one with 
the other. There was very little lost motion and never a 
question as to where to find supplies. All the plans of the 
supply committee proved their worth, as it enabled them 
to know exactly where to get everything that was needed, 
such as blankets, cots, food, etc. 


An opportunity was given to try out the new committee, 
known as the Administrative Units, composed of Reserve 
Army officers working as representatives of the American 
Red Cross. They moved into five camps and even though 
the refugees were few they were able to test their plans. 
Each group made reports of their activities and recom- 
mendations for future planning which will enable us to 
perfect one of the most important groups of the Council. 

This was typical of the entire program. We were able 
to check our planning and, in cost cases, found it good. We 
found the headquarters needs more telephone lines. This 
lack of sufficient phone service slowed up the program and 
caused us to lose a number of calls. This fault is already 
being corrected. 


We found the need of a central intelligence group, where 
all information regarding the disaster would be assembled. 
There was need of regular half-hour bulletins and special 
bulletins, when the occasion required, from the Flood Con- 
trol, Police Department, Sheriff’s Office, Water Depart- 
ment, Public Utilities, American Red Cross, and others 
who gather information. These bulletins should have been 
made to a central intelligence group who in turn should 
release regular news bulletins and clear all rumors, and 
request for mobilization of various groups, etc. We feel that 
this would, to a great extent, correct one of our greatest 
evils in the recent flood, that of wild rumors being broad- 
cast which caused much confusion. 


Shaw, Mayor, 
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All our people were cared for in a most efficient manner. 
There was no unnecessary suffering. There was splendid 
cooperation among all groups in both city and county. I am 
sure there is no doubt in anyone’s mind that the Emergency 
Council has proved its worth. 

Basix E. Rice, 


Director of Coédrdination. 


Concerning California Attorney-General’s Opinion on 
“Health Foundations.” 


Boarp oF MepicaL EXAMINERS 
STATE OF CALIFORNIA 


Sacramento, California, 
March 7, 1938. 


To the Editor:—Enclosed please find copy of Attorney- 
General’s Opinion No. NS869, dated February 18, 1938, re- 
garding so-called “Health Foundations,” which we thought 
might be of interest to the readers of CALIFORNIA AND 
WESTERN MEDICINE. 


Very truly yours, 
C. B. Prnxuam, M.D., 


Secretary-Treasurer. 
7 7 7 


(copy ) 
STATE OF CALIFORNIA 
LecAL DEPARTMENT 


San Francisco, 


February 18, 1938. 
Charles B. Pinkham, M.D. 


Secretary-Treasurer 

Board of Medical Examiners 
450 McAllister Street 

San Francisco, California 


Dear Sir: 


In your communication of the 21st ultimo you enclose 
a circular issued by a so-called health foundation and ask 
whether such foundation is violating any of the provisions 
of the Business and Professions Code. 

In reply, please be advised that this office has examined 
the same and finds that such foundation purports to collect 
from its “members” a certain sum per month per family, 
representing that it entitles the member-family to anything 
the doctor can do in case of sickness or accident; that the 
member does not pay for surgery; that medical service for 
any disease whatsoever is purchased for members; that 


each member is entitled to a complete, free medical exami- 
nation. 


What purport to be facsimiles of letters received by the 
health foundation under discussion indicate that the health 
foundation took charge of a case and found three oper- 
ations on one of the members were necessary; that an- 
other member received from the health foundation “the 
best of medical attention”; that another member received 
efficient medical service from such foundation. 


Such literature indicates that a member thereof is not 
entitled to a choice of physicians; that the physician in 
effect is employed and paid by the foundation; that there 
is no professional relationship between the physician and 
the patient, and that the scheme of doing business is in 
accordance with that disapproved by the Supreme Court 
in the case entitled Parker vs. Board of Dental Examiners, 
216 Cal. 285, and hence is violative of those provisions of 
the Business and Professions Code prohibiting the practice 
of medicine under a fictitious name and the aiding and 
abetting of unlicensed persons in the practice of medicine. 


Very truly yours, 
U. S. Wess, Attorney-General. 
By Lionel Browne (signed) 
Deputy. 
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Concerning Malpractice Policies. ; 
San Francisco, 


March 26, 1938. 


To the Editor:—Due to the fact that there are a grezi 
number of underwriters issuing Lloyd’s of London mal- 
practice policies and that these underwriters have, in the 
past, issued a large variety of policy forms, the following 
“broad form” of malpractice policy is submitted as the only 
form of Lloyd’s malpractice policy approved as to legal 
scope of coverage by either the San Francisco County 
Medical Society or the undersigned. The approval just 
mentioned has been given without prejudice to the policies 
issued by any other insurance carriers and has reference 
only to Lloyd’s of London, of which, in the past year, some 
thirty types of policy have been issued. 

111 Sutter Street. 


Very truly yours, 


Hartley F 
7 ¢ 7 


(copy) 
A ForM OF POLICY: PHYSICIANS’ AND SURGEONS’ LIABILITY 


In consideration of the statements and agreements in the 
application for this policy, subject to the conditions and 
limitations herein contained and in consideration of the 
payment of the premium, the underwriters hereby agree 

A. To pay any damages against hereinafter called 
the Assured, for professional services rendered, or which 
should have been rendered by him and/or any assistant to 
him, including any partner, physician, dentist, anesthetist, 
technician, nurse, or any other person, during the term of 
this policy, and resulting from any claim or suit based upon 
malpractice, error, negligence or mistake, breach of implied 
contract, loss of services, property damage, autopsies, in- 
quests, personal restraint, the dispensing of drugs or medi- 
cine, assault, slander, libel, undue familiarity, anesthesia 
hallucination, malicious prosecution, replevin of property 
or arising from any counterclaims in suits brought by the 
Assured for the collection of fees provided such damages 
are claimed under any of the foregoing: 


B. To defend the Assured without limit of cost in any 
suit within the foregoing specifications, filed at any time, 
and to furnish any bonds not exceeding in amount the 
minimum limit of this policy, which may be incidentally 
necessary to such suits, for appeals or the release of at- 
tachments or garnishments. 


This agreement is subject to the following conditions: 


1. The underwriter’s liability for damages on account of 
any one claim or suit shall be limited to dollars 
($————_) for each assured. Subject to the same limit for 
each claim or suit, the underwriter’s total liability during 
one policy year shall be limited to dollars ($————) 
for each assured. The cost of defending any suit will be 
paid in addition to, and irrespective of, the limit expressed 
above. 


2. The underwriters shall not settle or compromise any 
claim or suit without the written consent of the Assured, 
and subject to his desire must defend any claim or suit 
until all legal remedies have been exhausted. 


3. The protection under this policy shall include the 
estate of the Assured. 


4. The insolvency or bankruptcy of the Assured shall not 
release the underwriters from the payment of damages for 
injuries sustained or loss suffered by any person or persons 
as the result of an act or omission covered by the policy and 
occurring while this policy is in full force and effect; and 
in case execution against the Assured is returned unsatis- 
fied in an action brought by the injured person or his or her 
personal representative in case of death resulting from such 
act or omission, because of such insolvency or bankruptcy, 
then an action may be maintained by the injured person or 
his or her personal representative against the underwriters 
under the terms of the policy for the amount of judgmen 
in said action, not exceeding the amount of the policy. 

5. The Assured, in the event of receiving notice of claim 
or suit, shall advise the underwriters or as soon 
possible, and thereafter shall as soon as possible forward t 
the underwriters’ representative any summons or process 
served, or any information received, and otherwise rend! 
the underwriters all assistance possible. All notices an 
communication to the underwriters and all documents, in 
cluding summons or other process to be forwarded to the 
underwriters under the terms and provisions of this policy, 
shall be delivered to———, California, the underwriters’ 
representative, and delivery of any such notice, communi- 
cation or document to said representative at said address 
shall be conclusively deemed to constitute the receipt 
thereof by the underwriters. 
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6. The Assured agrees not to contract any expense in a 
claim or suit under this policy nor to make any settlement 
thereof without the written authorization of the under- 
writers and will attend and assist in the defense without 
charge to the underwriters. 

7. The Assured agrees that this policy shall not pay 
damages awarded in suits based on criminal acts or on 
services rendered while under the influence of intoxicants 
or drugs. 

8. In any case wherein the Assured has been in attend- 
ance or consultation he will endeavor to notify the under- 
writers before testifying at an inquest or public hearing. 

9. Additional doctors engaged by the Assured shall be 
included hereunder, and an additional premium charged 
therefor unless insurance is carried in another company. 
Additional doctors employed during the policy term shall 
be included hereunder subject to the same conditions and 
notification to the underwriters and payment of pro rata 
additional premium. 

10. It is agreed that in the event of dispute as to the 
validity of any claim made by the Assured under this 
policy of insurance or in the event of any suit instituted 
by the Assured against the underwriters, or any of them, 
upon this contract, the underwriters hereon shall submit to 
the jurisdiction of the courts of the state in which the prin- 
cipal office of the Assured is located and will comply with 
all legal requirements necessary to give such courts juris- 
diction; and for this purpose said underwriters hereby 
appoint-————-, . California, their agent for the pur- 
pose of service of process; and in any suit instituted by 
Assured against the underwriters or any of them upon this 
contract, underwriters and each of them will abide by the 
final decision of the courts of said state and settle accord- 
ingly. 

11. This policy shall be cancelled at any time at the 
written request of the Assured or by or on behalf of the 
underwriters by giving thirty (30) days’ notice of such 
cancellation. If this policy shall be cancelled as herein- 
before provided or become void or cease, the premium 
having been actually paid to the writers or to the broker 
who effected the insurance the unearned portion shall be 
returned on surrender of this policy, the underwriters re- 
taining thé customary short rate; except that when this 
policy is cancelled by or on behalf of the underwriters by 
giving notice they shall retain only the pro rata premium. 


12. The term of this policy begins at noon, Standard time, 
at the place where the Assured resides and from the — 
day of , 19—, to the—-day of . 19—. 

Attached to and forming part of Certificate No. 
Lloyd’s, London. 

Issued to: ————. 

Dated : ———. 


MEDICAL JURISPRUDENCE?t 


By Harttey F. Peart, Esq. 
San Francisco 


County Hospitals of California: Powers and Duties of 
Boards of Supervisors with Respect to Admission 
of Patients—A Review of Goodall vs. Brite 


Recent events in various communities in the State have 
once again focused attention upon the subject of the extent 
of the powers and duties of boards of supervisors in the 
respective counties of the State with respect to the ad- 
mission of patients to the county hospital and other county 
tax-supported institutions. In January, 1936, the District 
Court of Appeal for the Fourth Appellate District decided 
the case of Goodall vs. Brite, 11 Cal. App. (2d) 540, which 
directly involved the subject under discussion, and in which 
an exhaustive opinion was rendered. It was thought at that 
time that the court’s opinion settled once and for all the 
seemingly controversial and frequently debated question: 
What members of the community may lawfully be ad- 
mitted to tax-supported hospitals? And the further ques- 
tion: Must the decision with respect to eligibility for 
admission to the county hospital be made before admission, 
or may it be made at some subsequent time? 

Unfortunately, there seems to be some misapprehension 
even now with respect to the proper legal answers to the 
questions just stated. Therefore, it is deemed proper to 


+ Editor’s Note.—This department of CALIFORNIA AND 
WESTERN MEDICINE, containing copy submitted by Hartley 
F. Peart, Esq., will contain excerpts from and syllabi of 
recent decisions 4nd analyses of legal points and procedures 
of interest to the profession. 


See also editorial comment, on page 234. 
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review again the rules of law laid down by the District 
Court of Appeal in Goodall vs. Brite. 

The case originally arose in Kern County and was an 
action by individual taxpayers against the Board of Super- 
visors of Kern County to enjoin the supervisors from ad- 
mitting to the county hospital as patients residents of the 
county who were financially able to pay the cost of hospi- 
talization in private hospitals. The theory of the action was 
that the admission of patients able to pay the cost of private 
hospitalization constituted conduct on the part of the super- 
visors in excess of their statutory authority and resulted 
in an unjustifiable increase in the tax burden of the tax- 
payers in Kern County. The Superior Court in which the 
action was originally tried rendered judgment in favor of 
the taxpayers and against the supervisors and accordingly 
enjoined the supervisors from continuing to admit patients 
able to pay the cost of private hospitalization. The super- 
visors appealed to the District Court of Appeal and that 
court affirmed the judgment of the Superior Court although 
it modified the injunction in some respects. 


The District Court of Appeal considered a number of 
questions in reaching its conclusion,* and its opinion on 
these questions may be summarized as follows: 


1. Article IV, Section 31, of the California Constitution, 
forbids the making of gifts of public funds or the using of 
public funds for private purposes, and the hospitalization 
and medical care in the county hospital of residents of the 
county wholly able to pay for private hospitalization and 
private medical care constitutes in effect a gift of public 
funds to such persons. 


Hence, Boards of Supervisors violate the California 
Constitution if they allow residents of the county able to 
pay for private medical and hospital care to enter the county 
hospitals. The Court summarizes its position with respect 
to this point, as follows: 


We, therefore, conclude that the admission and treat- 
ment of patients in the county hospital who, either them- 
selves or through legally responsible relatives, can provide 
themselves with equally efficient care and treatment in pri- 
vate institutions does not promote the health and general 
welfare of the citizens of Kern County and is not a proper 
exercise of the police powers of that county and results in 
the use of public money for private purposes. 


2. Residents of the County who are not paupers but who, 
on the other hand, possess insufficient means either them- 
selves or through relatives legally liable for their support 
to bear the full cost of hospitalization in private institutions 
may be admitted to the county hospital as an humanitarian 
measure. However, with respect to persons who fall within 
this class, two distinct rules of law must be borne in mind: 


(a) “Due inquiry and investigation” must be made either 
by the supervisors or someone on their behalf (¢. g., a social 
service agency) of each applicant for admission to deter- 
mine whether or not such person is, or is not, able to pay 
either himself, or through some relative legally liable for 
his support, the cost of private hospitalization. (One ex- 


* The District Court of Appeal in its injunction provided 
for the admission of certain special classes of patients such 
as psychopaths, narcotic addicts, persons in the active stages 
of tuberculosis, etc., because of special legislative acts pro- 
viding for the admission of such persons in county hospi- 
tals. The main portion of this comment will not include a 
discussion of these special cases, but in order that there may 
be no misunderstanding the portion of the court’s injunction 
dealing with these special cases is quoted: 


“The following should be admitted: (a) an indigent sick 
or dependent poor person; (b) a needy sick and dependent 
or partially dependent citizen in case of emergency; (c) a 
psychopath, narcotic addict or habitual inebriate tempo- 
rarily in custody; (d) a physically defective and physically 
handicapped person under the age of eighteen years when 
the parents or guardian of such person are not financially 
able to secure proper care or treatment and when such 
person’s admission and treatment has been duly authorized 
in the manner provided by law; (e) a person in the active 
stages of tuberculosis, in wards established for the treat- 
ment of such persons, who is able to pay for such treatment 
and who, when able to pay, is required to pay for such 
treatment; (f) a person to be quarantined or isolated in the 
county hospital with a contagious, communicable or in- 
fectious disease; (9g) a prisoner confined to any city or 
county jail who requires medical or surgical treatment 
necessitating hospitalization where such treatment cannot 
be furnished or supplied at such jail when the Superior 
Court of the county shall have ordered the removal of such 
prisoner to the county hospital and said prisoner elects not 
to furnish such treatment at his own expense; (h) a county 
employee injured in the course of his employment by the 
county when hospitalization is reasonably required to cure 
and relieve the effects of such injury.”’ 
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ception to this rule of law arises in cases of emergency or 
public disaster. This exception will be discussed later.) 


(b) The supervisors, in administering public funds, are 
acting as trustees for the general public and, therefore, 
they are legally bound so to administer the funds as to 
lighten the tax supporters’ burden as much as possible. 
Therefore, when an applicant seeking admission is found 
to be partially able to pay the cost of hospitalization, he 
must be charged an amount which is within his means. Of 
course, this in no instance can be an amount adequate to 
cover the full cost to the community of his hospitalization 
and treatment because if he is able to pay that amount, he 
should not have been admitted in the first place. On the 
other hand, if the applicant for admission is able to pay 
something toward the cost of hospitalization and treatment, 
he should be required so to pay in order that the taxpayers 
of the county will not be unduly burdened. 

3. The California statutes dealing with powers and duties 
of Boards of Supervisors with respect to the admission of 
patients to county hospitals use the term “indigent.” In 
order that this term may have a definite meaning, it is 
defined as follows: 

The word “indigent’? when used in connection with ad- 
mission to county hospitals includes an inhabitant of a 
county who possesses the required qualifications of resi- 
dence, and who has insufficient means to pay for his 
maintenance in a private hospital after providing for those 
who legally claim his support. (11 Cal. App. (2d) 550.) 


4. In cases of emergency or public disaster such as fire, 
earthquake, floods, storms or epidemics, people may be in- 
jured or rendered suddenly ill and immediate hospitali- 
zation may be necessary to save life. In such cases delays 
in admission to promote investigation of the final condition 
of the payment might cost loss of life. Therefore, in cases of 
emergency or public disaster, an exception is made to the 
requirement of due inquiry and investigation prior to ad- 
mission, and it is held that: 

Such patients should be admitted promptly, investigation 
of their ability to pay should follow. Ordinary humanity 
could dictate no other course. In such cases boards of 
supervisors should not hesitate to collect the full cost of 
hospitalization from those able to pay, and from others not 
able to pay in full, a fair amount, to be determined after 
an investigation of their resources. 


The foregoing summarizes the essential rules of law laid 
down by the District Court of Appeal in connection with 
the admission of patients to county hospitals. It is to be 
noted that the court distinctly and definitely held that the 
fact of indigency is to be determined upon due inquiry and 
investigation prior to admission to the county hospital ex- 
cept that in cases of emergency or public disaster investi- 
gation may be delayed until conditions have returned to 
normal. A charge may be made by the county in those 
situations where the applicant is found to be an indigent 
but is also found to have sufficient funds to pay a portion 
of the cost to the county of hospitalization and medical care. 
Only in emergency cases and in the event of a public dis- 
aster may patients be admitted without inquiry and investi- 
gation and the question of their ability to pay determined 
afterward. 

It must also be borne in mind that the ability to pay of 
the applicant is to be determined at the time of application, 
not at some prior date or, on the other hand, at some later 
date. Moreover, it is indisputable that the State of Cali- 
fornia has authorized counties to maintain county hospi- 
tals for the sole purpose of promoting the public health and 
welfare of all citizens in the respective counties and that 
the State has limited admission therein to “indigents” be- 
cause public policy must not countenance use of public 
funds for the benefit of private citizens who have no need 
for governmental aid. These principles caused the District 
Court of Appeal to forbid admission of patients wholly 
able to pay (either themselves or through relatives legally 
liable for their support) for private hospitalization. On 
the other hand, these principles likewise must forbid the 
various boards of supervisors from so administering their 
public trust that people unable to pay are forever oppressed 
rather than being protected. The general welfare certainly 
is not promoted by endeavors to collect from indigents if 
they later acquire some property. Their progress should 
be promoted, not impeded, 
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SPECIAL ARTICLES 


CALIFORNIA MEDICAL ECONOMIC 
SURVEY* 


A Statement by the Bureau of Medical Economics 
[of the American Medical Association] 


The California Medical Association in 1934 was accepted 
by the Federal Emergency Relief Administration as the 
“Supporting Sponsor” of the California Medical Economic 
Survey. The published volume contains, as a foreword, 
the actions which led to the initiation of the report, addenda 
to the foreword, table of contents, financial reports, letters 
pertaining to the interpretation of Works Progress Ad- 
ministration regulations, and informal comments concern- 
ing possible interpretations and conclusions to be drawn 
from the factual data. 

This survey adds 143 more tables and fifty-seven ad- 
ditional charts to the already large accumulation of figures 
which has been assembled from time to time under the 
auspices of various agencies and organizations in an attempt 
to analyze the need and receipt of medical care and the cost 
of the medical and hospital services rendered. 

Many of the conclusions around which controversy over 
the distribution of medical services has arisen in recent 
years are in some way related to the use of the words 
“adequacy” and “inadequacy.” These words are used fre- 
quently in the tables of the California Medical Economic 
Survey but, unfortunately, their use in this survey does not 
offer much help in a clarification of their application to 
medical, dental, and hospital care. 

A definition of the medical and dental care that is appar- 
ently considered “adequate” appears on page 44 of Ad- 
dendum X. 

The medical and dental care of a population and its mem- 


bers may be called “adequate” if all the following conditions 
are fulfilled: 


1. In the opinion of qualified experts in public health 
service and sanitary engineering, preventive and sanitary 
services intended to diminish the incidence of disease and 
injury to the whole population are developed to the state of 
maximum efficiency, i. e., to the point at which curative and 
other services to all individuals by private or other prac- 
titioners become more efficient in preventing damage and 
more economical of professional personnel and equipment 
than additional public preventive work. 

2. In the opinion of qualified practitioners who have 
knowledge of the persons concerned, curative services and 
other individual treatment by private or other practitioners 
are available and obtainable to the whole population at need 
in the amounts and variety which are necessary or prudent 
in reducing prospective damage to the person of the patient. 

3. Additional services for the comfort and convenience of 
patients—beyond those needed in the reduction of dam- 
age—are available and obtainable to the whole population 
in accordance with the medical and dental habits and cus- 
toms of the people. 


The definition gives one the impression that the first 
element is a counsel of perfection which, when reduced to 
a simple statement, seems to mean that medical and dental 
services, unless developed to a state of maximum efficiency, 
are unsatisfactory. Webster’s New International Diction- 
ary defines adequacy as “equal to or sufficient for some 
(specific) requirement” and gives as synonyms “proportion- 
ate, commensurate, competent, and suitable.” The diction- 
ary point of view, which may be supposed to reflect the idea 
commonly conveyed by the word “adequate,” indicates that 
adequacy always refers to some comparison. In the Cali- 
fornia survey the purpose for which adequacy is urged is 
not defined, but the report continuously carries the assump- 
tion that adequacy means perfection. Once this assumption 
is fixed in the mind of the reader of the statistical tables, 
he is continuously confronted with the question of whether 
any of the medical services now available are adequate. If, 
however, the term “adequate” is interpreted as equal to 
or sufficient for some requirement, then it must have some 
relation to actualities and environment and to the “ade- 
quacy” of other elements which are essential to health, such 
as food, shelter, fuel, and clothing. 

The same lack of definiteness is found with regard to 
standards or definitions of illness and diagnosis. It appears 
that the authority for the diagnosis in too large a per- 


* Reprinted from The Journal of the American Medica! 
Association, February 26, 1938, pp. 117B-119B. 
See also editorial comment, on page 236. 
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centage of the cases was the report of a nonmedical in- 
vestigator concerning the statement made by the person 
interviewed, and in many cases it seems that the patient 
must have made his own diagnosis. Moreover, the same 
vagueness prevails on the subject of medical treatment. 
Apparently, the investigators did not ask or were not in- 
structed to inquire as to the length of time that had elapsed 
since treatment had been received. Nowhere is it apparent 
that these investigators inquired concerning the nature of 
the treatment received. This lack of reasonable definition 
of some of the basic terms used in the survey and the 
apparent failure to secure some of the basic data pertaining 
to medical care raise questions as to the value of many of 
- — which purport to show “inadequacy” in all these 
fields. 

There is a tendency throughout the published tables to 
exaggerate the lack of medical care, the cost of such serv- 
ices, and the implied defects of the medical profession, by 
the arrangement of the tables and the wording of captions. 
Figure 2 in Table 6 illustrates this point. The population 
of California used in the survey was based on “California 
Taxpayers’ Association estimates based on average daily 
attendance in public schools.” The Census Bureau of the 
United States Department of Commerce issues periodic 
estimates of the population of the states, but there appears 
no explanation of the use of a local estimate in preference 
to the Census Bureau estimate of the population. Likewise, 
the number of physicians in California in 1934 is less by 
1,407 than the number given in the 1934 American Medi- 
cal Directory. In several instances The Journal of the 
American Medical Association and the “Directory of the 
American Medical Association” are given as sources of 
information. However, the discrepancy cited is nowhere 
explained. 

The reported need for dental care on date of family inter- 
view is shown in Table 25. The percentage of persons of 
all known incomes in all communities who were reported 
in need of dental care is given at 9.7. This figure is in sharp 
contrast with the estimates from a number of other studies 
which show that the number of persons requiring treat- 
ment for caries or other dental conditions seldom falls lower 
than 75 per cent of the whole population. The number of 
persons per thousand surveyed reporting specific diseases 
at time of family interview is shown in Figure 16. The 
wording of the caption of this chart indicates that these 
graphs represent the prevalence rates of disease. When 
compared with the prevalence rates of other studies, the 
California figures are from about three to more than ten 
times larger. It is possible that the charts in Figure 16 do 
not represent prevalence rates as stated in the caption, but 
are actually the incidence rates for a three-month period. 
However, if the incidence rate from other studies is com- 
pared wherever comparison can be made with the rates in 
Figure 16, there are still wide discrepancies. If Figure 16 
is used to represent the prevalence rate of specific disease, 
een is depicted as a very unhealthful place in which 
to live. 

The payment of medical bills is shown in Table 47, in 
which the ratio of expenditures to charges in different in- 
come groups is given. It is interesting to note that in a 
considerable number of instances in which the charges in- 
curred were $40 or less, more than 100 per cent, and in one 
instance 265 per cent appear to have been paid. There are 
many who doubtless would be glad to know what device 
was used to induce patients to pay more than 100 per cent 
of the charges for medical services. 

It is very difficult to reconcile Tables 48 and 116. Pre- 
sumably, Table 48 represents the percentage balance of 
family medical debts and charges, and Table 116 represents 
the percentage of collections of charges for medical serv- 
ices made by physicians. Table 48 indicates that, for all 
known incomes in all communities, 22.9 per cent of the 
family debts and charges were unpaid. Table 116 indicates 
that physicians with all incomes collected 74.1 per cent of 
their charges for services. Three per cent of all medical 
charges are thus unaccounted for. 


It appears that the sample of physicians on which Figure 
31 is based, “Type of Practice of Physicians Reporting,” 
must have been overweighted with specialists. An analysis 
of the types of practice of the physicians contained in the 
1931 American Médical Directory shows that the number 
of physicians devoting their entire time to a specialty was 
19.8 per cent instead of about 33.5 per cent, as shown in 
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Figures 31 and 34. In the 1936 American Medical Di- 
rectory, 21.9 per cent of California physicians are recorded 
as devoting their entire time to a specialty. These com- 
plete figures for all the recorded physicians in California 
were available at the time the California Medical Economic 
Survey was conducted. The California survey figures give 
a grossly distorted picture of the percentage of general prac- 
titioners and specialists in that state. 

The relative importance of medical payments among 
family expenditures shown in Tables 60 and 61, and the 
average charge per person and family reporting medical 
charges of zero and over, shown in appendix B-11, give a 
false impression of the actual amount of medical services 
received in the various income groups. For example, a 
charge of $18.53 to an individual in the income group of 
zero to $499 may represent as much as or more medical 
care than a charge of $47.10 to an individual in the $3,000 
to $4,999 income group. Furthermore, since it appears that 
a large percentage of the incurred medical bills in the low 
income groups remain unpaid, neither the size of the medi- 
cal charges nor the amount actually paid for services by 
these low income groups can be taken as a dependable 
measure of the quantity or quality of the services received. 
Unfortunately, the tables in this survey are arranged in 
such a manner as to leave the impression that the amount 
of medical care received in each income group is directly 
proportionate to the amount of money paid for such care. 

The tables and figures in this report give the reader the 
impression that there has been an effort to arrange a build- 
up for sickness insurance. If such were the case, scientific 
interest would have required the inclusion of facts easily 
available to show the distribution of physicians both as to 
specialties and as to population by small towns, rural dis- 
tricts, and so on, which is more distorted in any of the coun- 
tries having sickness insurance than it is in California. The 
distribution of physicians according to population is no 
dependable measure of the quantity of medical services 
available to any specific community. Illness and the means 
for its relief bear no relation to state or political subdivision 
boundaries. The use of the population per physician 
measure of the availability of medical services in California 
is no more dependable than in any other section of the 
United States. 

The question may well be raised as to the method of 
conducting the survey and the personnel used to collect the 
information. Inaccuracies and deficiencies in basic data. 
collected by persons who have little or no knowledge of 
medicine, will of necessity be reflected and oftentimes ampli- 
fied in the finished tables. Perhaps the apparent distortions 
and discrepancies and the disagreements with other similar 
studies may be explained in the words of the director— 

In a word, even complacence or ignorance of facts cannot 
be considered as adequate grounds for maintaining that the 
picture here presented has been overexaggerated. Rather 
is the reader asked to put himself in the position of looking 
from the viewpoint of the standard of adequacy expressed 
above. It is hoped that he will then see, in the data, many 
of the main features of the real deficiencies in the health 
services exhibited in a suitable perspective. It is hoped, as 
indicated in the previous paragraph, that he will also realize 
he is looking at the picture through a reducing glass. 


which seems to mean that the nature and amount of medical 
care provided by the medical facilities in California are 
entirely unsatisfactory when evaluated in terms of the defi- 
nition of “adequacy,” used in this survey. 


RURAL COMMUNITY HOSPITALS: IS 
SUBJECT OF NEW FEDERAL 
BULLETIN* 


The shortage of doctors, hospitals, and general medical 
facilities in certain rural areas is brought out in a bulletin 
on “Hospitals for Rural Communities” published by the 
United States Department of Agriculture. The study was 
made by the Bureau of Agricultural Economics. Blanche 
Halbert, formerly of the Bureau staff, is the author. 

Noting that well-equipped rural hospitals will encourage 
doctors to enter country practice, the author says that the 
shortage of doctors in most small rural communities has 
become a serious problem. In a number of states where 
most of the people live in the country, there is only one 


* From the United States Department of Agriculture. 
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in other states which have a large percentage of urban 
population, there is one doctor to as few as 500 to 700 
persons. The number of doctors in rural territory has been 
steadily decreasing. A great many small towns that had 
one or two doctors a few years ago have none at present. 

As in the case of the doctors, the situation as to hospital 
facilities likewise places the rural communities at a great 
disadvantage. A survey made in 1934 showed that only 
about 1,700 of the 3,073 counties in the United States had 
any general hospital. This means that 1,300 counties had 
no hospitals. By allowing two hospital beds per thousand 
population and a distance of fifty miles from hospital cen- 
ters, the study showed a need for 22,000 new hospital beds 
for the rural areas. 

The hospital need is said to be greatest in the South, 
where more than a million persons living in eight states 
had less than one hospital bed for every 2,000 persons. 

The bulletin discusses all the various considerations 
entering into the planning and building of a rural hospi- 
tal—the needs of the community, the state laws that affect 
hospitals and hospital care, what it costs to build and 
operate a hospital, the financing, and the organization and 
administration. Numerous sketches show specific plans and 
specifications, and there are many illustrations of the build- 
ing and work of rural hospitals in various parts of the 
country. 

“Before agreements are made for a new rural hospital,” 
the author points out that “some idea of the necessary size 
and expected occupancy should be obtained, for size affects 
the capital cost and occupancy affects the operating cost... . 
The expected occupancy of a hospital is dependent upon the 
proportion of beds to the population, the health education 
of the community and the attending physicians’ habits of 
recommending hospital care.” 


The author concludes that “A good rural hospital does 
more than provide for those in the community who actually 
need hospital care. If it is well equipped and well organ- 
ized, it may attract physicians to the country district where 
it is located, and it also may be the means of encouraging 
the doctors in the locality to stay in country practice. It 
enables these country doctors to see more patients and do 
better work. Its laboratories and facilities can be used for 
the diagnosis and treatment of all people. It may become 
the center of the entire county health program.” A copy 
of the bulletin, No. 1792 in the Farmers’ Bulletin series, 
may be obtained from the Office of Information, United 
States Department of Agriculture, Washington, D. C. 


GENERAL HOSPITAL FINE INSTITUTION; 
LET US KEEP IT FINE 


Reprint of an Editorial from the Los Angeles 
Daily News, March 2, 1938 


It is to be regretted that at this time, when certain phases 
of local government are enveloped in a negative perfume, 
that General Hospital should be in any way open to 
criticism. 

Los Angeles people have always been proud of their 
county hospital. They ought to be. It cost enough. It is 
recognized as the finest public institution of its kind in the 
world for organization, staff, and equipment. 

Those who have benefited by treatment there—whose 
lives would have flickered out in painful misery and amid 
hopeless squalor if such a grand enterprise did not exist— 
praise loudly the attention they received; and many do 
their best to compensate the County, if ever able. 

If anything is occurring there to destroy the faith of the 
people in this great institution-—to lessen the pitiable confi- 
dence of the indigent, or cast a shadow of suspicion in the 
minds of the taxpayers—it is a situation that must be in- 
stantly remedied. 

A county hospital, dealing in a Godly work, should be 
aloof from politics, venality, acrimony. 

If General Hospital is hounding indigents for bills, the 
practice is cruelly vicious. 

If General Hospital is charging, rich and poor alike, in 
excess of private hospital prices in its fear of being a victim 
of chiselers, then the County corporation of Los Angeles 
is a bigger chiseler than its people. 

If the County is looking for chiselers, there are plenty 
of places to hunt for them before picking on the weak and 
disabled. Far better that one chiseler escape than the 
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wretched lives of the destitute be made more horrible by 


unfeeling persecution. Sa 


General Hospital is an institution for the people. 

In emergency, the doors must swing wide for rich and 
poor alike, for millionaires and paupers. They are all our 
people, and it is their hospital—their refuge in dire distress. 

Primarily, of course, the hospital is for the poor. It is 
assumed they have nothing when admitted. But families 
with monthly incomes of $55 to $125—and there are 
many—are no more competent to arrange private hospi- 
talization in emergencies than those wholly destitute. 

They could, however, in the passage of time, try to 
diminish the charges at small monthly payments. 

It would be reasonable for the hospital authorities to 
inform a discharged patient that his nominal expense to the 
County was, for instance, $87.50, and if he can ever pay 
any part of it, the sum will aid some future patient. 

But to hammer at these persons regularly with the 
threatening tactics of a collection agency, as charged, when 
they probably are without heat or food, is a heartlessness 
which could only have been devised by prosperous poli- 
ticians—who never attack the strong! 

The “Kern County decision” of the Appellate Court is 
given as the excuse for the practice. This ruled that pa- 
—_ must be billed for treatment—but it did not say how 
oiten. 

Kern County’s population can be housed in a city block 
in Los Angeles. Its indigents can be known by first name 
to all officials. As a precedent for this couity, it is the tail 
wagging the dog. 

Only a leathern legal mind could interpret the Kern 
decision as it has been interpreted in Los Angeles—a great 
metropolitan center where destitution is bound to be at a 
vastly higher proportionate percentage than in a rural dis- 
trict. The interpretation, naturally, came from the office of 
the county counsel—the top job of which pays $10,000 a 
year, a fact that was recently emphasized. 

Some appointed politicians, who do not need to run for 
election and have no financial worries, do not have the 
sympathy for patrons of charity hospitals so necessary for 


their operation. 
7 7 7 


Two hundred physicians are giving part of their time 
free each week to General Hospital. For the County to 
charge patients in excess of private hospitals is an affront 
and injustice to these fine and altruistic men and women. 

The current charges were made by Dr. George H. Kress, 
President of the Los Angeles County Medical Association, 
which cannot risk its ethical dignity with idle accusations. 
There must be something there. 

The Board of Supervisors will be making a grievous 
error if it does not press its inquiry to a satisfactory 
conclusion. 


SYPHILIS: THE BARRIERS ARE DOWN— 
WHAT NEXT* 


A Program for 1938 


America’s golden opportunity to conquer syphilis has 
been won by twenty years of patient work. At last the 
barriers are down. In the daily press, in national weeklies 
and monthlies, in radio broadcasts, in addresses and conver- 
sations, syphilis and gonorrhea are now discussed frankly 
and with optimism. The United States Public Health 
Service, under the vigorous leadership of Surgeon-General 
Thomas Parran and with the codperation of the medical 
profession, has accelerated official action against these dis- 
eases throughout the country. 

These are advances for which the American Social Hy- 
giene Association has striven continuously—that the light 
of science might reveal to needlessly suffering men and 
women the hopeful facts regarding syphilis and gonorrhea; 
that the resources of local, state, and national governments 
might be mobilized against preventable disasters. 

General interest, feelings of sympathy aroused by ac- 
counts of tragedies chargeable to syphilis and gonorrhea, 
are futile unless organized and directed in a program of 
specific action. No program for wiping out syphilis can 
succeed that fails to come to grips with the problems of 
individuals in shops, factories, offices and homes, in cities 
and on the farm. Infected persons must be treated, sources 


* By Walter Clarke, M.D., Executive Director, American 
Social Hygiene Association. 
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of infection found, contacts examined, men and women in- 
structed in the nature, methods of spread and means of 
prevention of syphilis and gonorrhea. For these purposes 
facilities and services available to all must be provided in 
cities and towns throughout the country. This program and 
these facilities must be provided under local medical and 
health agencies and to the extent necessary out of local 
tax funds. The people of the communities must appreciate 
the need for them and must wish to provide them. In a 
word, there must be organized citizen support based on 
enlightened citizen understanding. 

For more than two decades the American Social Hygiene 
Association, guided by its General Director, Dr. William 
F. Snow [one-time Director, California State Board of 
Public Health], has gone about the business of creating 
and organizing this citizen interest and support. The time 
has now come to extend and intensify this work. Perhaps 
not for another generation will an equal opportunity be 
given America to conquer syphilis and mitigate the ravages 
of gonorrhea. The public will soon tire of a problem about 
which little is done; and the old inertia and hopelessness 
will return, unless popular awareness and concern are 
promptly capitalized. To capitalize this interest, we must 
organize it and put it to work. 

The Association, aided by its National Anti-Syphilis 
Committee, of which General John J. Pershing is chairman, 
will redouble its efforts to create and organize support of 
the modern scientific program against syphilis and gonor- 
rhea. The practical steps to be taken in cities, towns, and 
states are these: 

1. Create committees of leading citizens to sponsor and 
guide appropriate action in codperation with and support 
of the medical and public health forces of the community. 

2. Instruct the public regarding syphilis and gonorrhea, 
the damage they cause, and how to prevent their spread. 

3. Encourage sound official efforts to combat syphilis 
and gonorrhea. 

4. Study local and state problems of syphilis and gonor- 
rhea and social conditions favoring their spread, and plan 
to deal effectively with them. 

5. Promote a well-rounded scientific program and obtain 
adequate facilities for combating syphilis and gonorrhea. 

There is a place for every citizen, for every professional 
group, for all phases of interest in social hygiene, in such 
a program of state and local action. Both “the old guard, 
and the new recruit,” as President Ray Lyman Wilbur 
calls them, are needed here. The Association will continue 
to work through existing state and local voluntary agencies, 
especially social hygiene societies, in organizing citizen 
support for the campaign against syphilis. In collaboration 
with these, the Association will provide the services of 
trained field workers as organizers, and of consultants for 
the technical features of the program. Where no social 
hygiene societies exist, the Association’s representative will 
utilize the organization and contacts of appropriate existing 
agencies where these are made available, adding to them 
state and local committees for specific action against syphilis 
and gonorrhea. Failing such codperation with existing 
health agencies, the Association may recommend new 
organizations of whatever type may seem to all concerned 
most satisfactory under the circumstances. As previously, 
the Association will continue as central clearing house of 
advice and information and will develop and disseminate 
educational material in appropriate variety and keyed to 
the current public interest. 


This is our practical working policy and program for 
the immediate future. Along this highway let us make as 
rapid progress as possible, working in close harmony with 
health authorities, the medical profession, and social and 
educational organizations; not losing sight of nor abating 
activities related to the great ultimate objectives of the 
founders of the Association, but concentrating on the attain- 
ment of our first goal—the conquest of syphilis. 


“In giving full approval to this emphasis on the medical 
aspects of social hygiene during 1938, and doubtless also 
for several years to come, the Association is not ignoring 
the importance of its long-range program of sex education 
and preparation for parenthood and family life,” says Pro- 
fessor Maurice A. Bigelow, Chairman of the Executive 
Committee. “Nor is.it overlooking the pressing problems 
of prostitution faced by many cities in a more acute form 
now than at any time in the last decade.” 

_ Constantly the Association points out that it is “combat- 
ing syphilis and gonorrhea and the conditions which favor 
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their spread.” Conditions which favor their spread include 
not only lack of facilities for diagnosis, treatment, epi- 
demiology and popular health instruction, but also com- 
mercialized prostitution, sordid and degrading amusements, 
ignorance of parents and others responsible for the sex 
education of youth, handicaps of homes, schools, and 
churches in motivating boys and girls with high ideals of 
conduct. 

The spear point of the social hygiene movement at present 
is the campaign against syphilis and gonorrhea. Behind 
the spear is the solid body of the whole broad social hygiene 
program giving weight and steadiness to the drive against 
these diseases. That will still remain after syphilis and 
gonorrhea have taken their places, along with smallpox, 
typhoid and yellow fever, cholera, and soon tuberculosis 
and diphtheria, among the vanquished enemies of man. 


CALIFORNIA VENEREAL DISEASE 
CONTROL—PAST, PRESENT, 
AND FUTURE 


The Venereal Disease Act of California was passed by 
the Legislature in May, 1937, was signed by the Governor 
on July 1, 1937, and became a law on August 27, 1937. 

The Act appropriated $150,000 for the biennium. This 
is supplemented by $72,000 allocated to the state for venereal 
disease control by the United States Public Health Service 
for the fiscal year 1937-1938. In addition, approximately 
$200,000 has been appropriated by local governmental agen- 
cies for the present fiscal year for venereal disease control. 


ADMINISTRATION OF THE ACT 


Under the provisions of the law, the Bureau of Venereal 
Diseases was created as a separate bureau within the Cali- 
fornia State Department of Public Health. The state pro- 
gram is administered by the State Department of Health 
under the direction of Dr. Walter M. Dickie, director of 
the department. The Bureau was reéstablished (since such 
a bureau was in existence from 1917 to 1920) on Febru- 
ary 1, 1937, and Dr. Malcolm H. Merrill was appointed as 
chief of the Bureau. using funds allotted to the state by 
the United States Public Health Service. (The Bureau 
was thus established prior to the passage of the state legis- 
lation.) 


The Bureau of Venereal Diseases functions as an inte- 
gral part of the State Department of Public Health just as 
does the Bureau of Epidemiology, Bureau of Tuberculosis, 
Bureau of Food and Drug Inspection, etc. 


Accomplishments to date are difficult to evaluate. Some 
of the more evident developments may be mentioned. 


1. Reporting System—The system for reporting cases 
of venereal diseases has been simplified and modernized. 
A new report form has been prepared and issued. This 
new card was issued the latter part of June, at which time 
it was forwarded with a letter of explanation to the 12,500 
medical practitioners in California. 


Cases Reported.—The number of cases reported has in- 
creased by approximately 50 per cent since these cards 
went into use. The total number of cases reported to the 
end of the third week in December were 16,361 cases of 
gonorrhea and 16,540 cases of syphilis or a total of 32,901 
cases. Twenty thousand of these cases have been reported 
since July 1, 1937. These figures may be compared with 
a total of 23,843 total cases in 1936 and 23,591 total cases 
in 1935. This does not indicate an increased prevalence, but 
better codperation of the physicians in reporting. Surveys 
that have been carried on have indicated that prior to the 
present campaign less than 10 per cent of the cases treated 
by private physicians were rejected. 


The epidemiological reports constitute a vital part of the 
reporting system. A card folder has been prepared and 
issued for this purpose. Each time a physician reports a 
case of venereal disease the local health department sends 
one of these card folders, together with literature for the 
patient, to the physician. On these folders the physician 
reports sources of infection, contacts and cases lapsing from 
treatment. The local health department then investigates 
these cases. Already many infections have been prevented 
as a result of these investigations. These cards have also 
been mailed to all physicians in the state. This entire re- 
porting system, together with printing of cards, and in- 
structions to physicians, have been developed in the past 
nine months. 
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2. Clinics—When the Bureau was established, thirty- 
five venereal disease clinics were reporting at monthly 
intervals to the state department. The number has in- 
creased to seventy-seven. The records in many clinics were 
found to be poor and inadequate; wide variations existed. 
In order to improve the standard of the records and treat- 
ment, clinic record forms were prepared, printed and made 
available to any clinic desiring to use them. 

Many clinics were treating only patients fulfilling the 
requirements of residency, and in many attendance of all 
patients was discouraged. Almost all clinics have now 
adopted the policies concerning admission laid down by the 
Bureau of Venereal Diseases, namely : 

(a) Any patient for initial diagnosis and emergency 
treatment. 

(b) Any case referred by a private physician for special 
tests and consultation. 

(c) Any patient honestly unable to pay a private phy- 
sician for treatment. Residency requirements completely 
abolished. 

The next step has been to improve the general standard 
of medical care within the clinics. The Sacramento City 
Health Department Clinic was selected to determine the 
workability of various procedures of record keeping, treat- 
ment schedules, nursing procedures, etc. A medical officer 
of the Bureau has been assigned to that clinic for the past 
three months. A complete reorganization has been effected. 
As a result of the fine codperation of the city of Sacra- 
mento, the clinic has been remodeled, all admission fees 
abolished, all residency requirements eliminated and any 
patient desiring advice is courteously received. After diag- 
nosis is made, patients that can afford private medical care 
are referred to private physicians. 

The same general plan is being inaugurated in the Fresno 
County Hospital Clinic beginning on January 3, and will 
be extended as rapidly as possible to all clinics in the state 
that will codperate with the state department. 

A unique plan of supplying physicians to these clinics 
has been worked out with the United States Public Health 
Service. Young physicians are employed by the state de- 
partment as probationary public health workers and as- 
signed to these clinics to devote their full time. As soon 
after employment as possible, these clinicians will be given 
a three months’ intensive postgraduate course in the clini- 
cal management and public health control of venereal dis- 
eases. It is anticipated that each year to eighteen months, 
a new group of physicians will be employed to replace the 
trained physicians who go out into practice. 


The State Department of Public Health is assisting these 
clinics by providing equipment, clinic record forms, in some 
instances, drugs and personnel. 


Seventy-seven clinics now reporting to the state depart- 
ment are administering approximately 25,000 treatments 
per month to indigent patients of the State of California. 
The report for November indicated that 25,023 treatments 
were given to about 11,000 patients. In these clinics, 8,186 
Wassermann tests were run, 4,453 microscopic exami- 
nations for gonococcus were made, and 134 darkfield ex- 
aminations for treponema pallidum were made. On a yearly 
basis, this will indicate approximately 300,000 tests a year. 
Surveys have indicated that approximately 25 per cent of 
cases are being treated in clinics and 75 per cent by private 
physicians. 

3. Nursing Personnel—The addition of nursing per- 
sonnel to the staff to take care of epidemiological work has 
had to await the Civil Service examinations. Within the 
next month it is anticipated that twelve to fifteen such nurses 
can be assigned to various districts throughout the state 
to develop this phase of the program. Two such nurses have 
already been assigned to the San Francisco Health Depart- 
ment. Heretofore this phase of the work has been almost 
entirely lacking throughout most of the state. 


4. Distribution of Drugs—Efforts are being made to 
render treatment of nonclinic patients easier to obtain. Pri- 
vate physicians are being provided with drugs for the treat- 
ment of indigent and part-pay patients. Since July 1, suffi- 
cient medication for approximately 50,000 treatments for 


syphilis has been dispensed by the Bureau of Venereal 


Diseases. 
anes EDUCATIONAL ACTIVITIES 


Physicians—An addressograph list of all physicians in 
the state has been prepared. Thus far two circular letters 


have gone out to physicians with enclosed cards and pam- 
phlets. 
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A number of lectures have been presented before county 
medical society groups and there have been several show- 
ings of the United States Public Health Service film, 
entitled “Syphilis of the Central Nervous System, a Pre- 
ventable Disease.” 


Pamphlets—A series of seven pamphlets have been 
issued. Thus far approximately 125,000 pamphlets have 
been sent out from the state department. Over one-half of 
these have been mailed directly to individuals as a result 
of requests. 


Lectures—Approximately fifty lectures have been de- 
livered by various members of the department on Venereal 
Disease Control. 

The United States Public Health Service film, “Syphilis : 
Its Nature, Prevention, and Treatment,” has been shown 
to over fifty audiences. 

Pamphlets have been mailed to all libraries in the state 
and all have been advised to obtain copies of Dr. Thomas 
Parran’s book, entitled “Shadow on the Land, Syphilis.” 


Laboratory Activities—The activities of the state and 
local health department laboratories have been extended. 
The number of tests being run have increased by approxi- 
mately 100 per cent in the past year. This same increase 
is reported by private laboratories. 

In an effort to improve the standards of laboratory serv- 
ice throughout the state a service is to be developed within 
the state laboratory in which specimens will be sent out to 
various laboratories for examination and check made upon 
the accuracy of these examinations. This is an extension 
of the general policy of the United States Public Health 
Service in which state laboratories are subjected periodi- 
cally to such checks on the accuracy of their diagnostic 
tests. PLANS FOR 1938 

(a) Continuation and Extension of Clinic Plans. 

(b) Marked Extension of Epidemiological Services. 

(c) Development of Educational Centers. Venereal dis- 
ease training centers will be established and there will be 
an extension of training service offered to professional 
groups throughout the state. This applies particularly to 
the young physicians being added to the venereal disease 
bureau staff, who will receive three months of specialized 
training some time within the next year. 

(d) Marked Extension of Educational Program. For 
the month of January an intensive educational program is 
being promoted throughout Southern California. A number 
of special posters are being prepared, particularly small 
enameled posters which will be distributed by the thousands 
throughout the state. These posters will be available for 
posting within the near future. There will be marked ex- 
tension of lecture service, motion-picture showings and 
other types of educational activity. 

(e) Extension of Activities to More Rural Districts. 
There will be marked extension of the program to the rural 
districts of the state, particularly with reference to the 
distribution of free drugs and arrangements for the care of 
indigent patients either through the establishment of clinics 
or through arrangements with local physicians to take care 
of these cases. 

({) Seminars—County Medical Societies. A series of 
seminars is already being planned for county medical 
society groups, to be carried on during the months of May 
and June. The services of Dr. Udo Wile, Professor ot 
Dermatology and Syphilology of the University of Michi- 
gan Medical School, have been obtained for this purpose. 

(g) Surveys. A number of surveys designed to deter- 
mine the prevalence of venereal diseases have already been 
carried out in several counties of the state. These have 
indicated that there are between four and six cases per 
thousand of population constantly under treatment for these 
diseases. These services will be extended to include several 
of the larger cities of the state and to cover much of the 
rural districts of the state. They are designed to provide 
the department with more accurate information as to the 
extent of the problem and the points that can be most 
effectively attacked. i 

(h) Personnel. The present personnel of the Bureau 1s 
as follows: Chief of the Bureau, two medical officers, two 
investigators, an educational director, an addressograph 
operator and mail clerk, two nurses, two stenographers, and 
one venereal disease clinician. The personnel will be ex- 
tended primarily by the addition of public health nurses 
and physicians. It is anticipated that some additional tech- 
nicians will be employed to assist in the laboratory work. 
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THE INDIVIDUAL PHYSICIAN AND THE 
AMERICAN MEDICAL ASSOCIATION 


Why a Fellow?—“Why should I be a Fellow of the 
American Medical Association?” “In what way do its ac- 
tivities affect me, the individual practitioner of medicine?” 

These are fair questions. Those who have qualified for 
Fellowship have a right to ask for evidence that the Associ- 
ation is functioning actively in the interests of physicians. 
The following partial inventory of its activities is, there- 
fore, presented. It shows in a brief way what the American 
Medical Association means to physicians individually and 
to the profession in general. Every physician who is a 
member in good standing of his county and state medical 
societies is a member of the American Medical Association 
and thus is eligible to apply for Fellowship. None but Fel- 
lows are eligible for election as officers of the Association 
or to participate in the work of its scientific sections. 


How the American Medical Association Functions.— 
A large, nation-wide organization must necessarily dele- 
gate its activities to smaller bodies or to individuals. The 
House of Delegates of the Association determines its poli- 
cies. The Board of Trustees is the governing body in the 
interval and is charged with the duty of administering the 
affairs of the Association. The various activities and the 
bodies responsible for each are shown in the following 
diagram. 


2055 COMPONENT COUNTY AND DISTRICT SOCIETIES 
| 
54 SOCIETIES IN STATES AND POSSESSIONS 
| 


AMERICAN MEDICAL ASSOCIATION 


OF 
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Chemical Laboratory 

Bureau of Investigation 

Bureau of Health and Public Instruction 
Bureau of Legal Medicine and Legislation 
Council on Physical Therapy 

Council on Foods 
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The annual sessions of the Association are held in vari- 
ous sections of the United States and are more largely 
attended than any other medical meetings. The scientific 
programs are presented through the fifteen Sections of the 
Scientific Assembly and the General Scientific meetings. 
The Scientific Exhibit is an important and distinctive fea- 
ture each year, averaging over two hundred individual and 
special exhibits dealing with advances in scientific medi- 
cine. The Technical Exhibit is always comprehensive and 
complete. Many enjoyable social functions are provided 
for Fellows and their wives. 

The work of the American Medical Association is carried 
out largely through its executive officers, its various coun- 
cils, its bureaus and its publications, which are described 
in detail in the following pages of this booklet. 


The Judicial Council.—Jurisdiction on all questions of 
ethics and in the interpretation of the laws of the organi- 
zation comes under the purview of the Judicial Council. It 
deals with questions involving Fellowship in the Scientific 
Assembly or the obligations, rights and privileges of 
Fellowship; controversies arising under the Constitution 
and By-Laws to which the Association is a party; contro- 
versies between two or more constituent associations, be- 
tween a constituent association and a component society of 
another association, or a member or members of another 
constituent association; and controversies between mem- 
bers of different constituent associations. The Judicial 
Council is composed of five members, elected for five years. 

Council on Medical Education and Hospitals.—This 
Council has brought the standards of medical education to 
a basis by which they are recognized throughout the world. 
Through its activities college entrance requirements have 
been raised to a reasonable point, college sessions have 
been lengthened, courses reorganized, better buildings and 
laboratories secured, better equipment provided, including 
libraries and museums, more and better teachers employed, 
better clinical material obtained and more improved meth- 
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ods of teaching adopted. Detailed information concerning 
all schools is maintained in the secretary’s office. Under- 
graduate institutions are inspected and rated as “approved” 
or “not.” 

The Council informs physicians as to where they can 
secure satisfactory graduate medical courses in the various 
departments of medicine and surgery, whether in America 
or abroad. 

The Council has also elaborate facilities through which 
detailed information in regard to all medical students and 
physicians is regularly collected, and kept on file. This 
makes it possible to recognize and support the legally and 
educationally qualified professional man and to expose 
quacks, healers, impostors, and incompetents. In short, the 
Council stands as a guard to keep the medical field from 
being overrun and discredited by entrance of the unfit. Its 
resources have been used with telling effect. 

Another important phase of the work done by the Council 
on Medical Education and Hospitals is the collection and 
dissemination of information about hospitals. It maintains : 
(a) a list of hospitals registered by the American Medical 
Association; (6) a list of hospitals that are approved for 
internships; (c) a list of hospitals offering approved resi- 
dencies in medicine, surgery, pediatrics, obstetrics, and the 
other specialties; and (d) lists of recognized schools for 
the training of occupational, physical therapy, and labora- 
tory technicians. The Council also maintains standards for 
the approval of examining boards for the certification of 
specialists. 


The Council will give you information about ratings of 
medical colleges, hospitals and other medical institutions ; 
postgraduate courses; residencies; internships; licensure; 
reciprocity ; information and statistics on medical education, 
licensure, hospitals, and technical schools. 


The Council on Scientific Assembly. — This body is 
charged with the responsibility and duty of arranging the 
programs of the general meetings of the Scientific Assem- 
bly and securing codperation between the sections. Other 
functions are to consider at first-hand applications for new 
sections or for changes in existing sections; to pass on 
questions of policy in relation to scientific work, and to in- 
vestigate and report on scientific questions ; and to appoint 
officers for meetings making up the section on miscellane- 
ous topics, and for the first session of a newly established 
section. This Council consists of five members, each elected 
for five years. 


Biographical Department.—Since 1905 this department 
has been collecting personal data regarding medical gradu- 
ates and licensed physicians for a biographical card index 
of physicians of the United States and Canada. These rec- 
ords are available to all Fellows of the Association. They 
enable members of the profession to keep tab on location, 
society affiliations, specialty teaching connection and other 
personal data concerning colleagues. These data may be 
obtained either by writing to the Biographical Department 
or by consulting the American Medical Directory, which 
is issued every two years. It is a reliable, authentic register 
of the members of the profession. 


Council on Pharmacy and Chemistry.—Through the 
Council on Pharmacy and Chemistry, the Association offers 
protection to physicians in choosing proprietary remedies. 
Seventeen scientific men, each an authority in his special 
field, make up the Council. Newly introduced medicinal 
preparations are considered in the light of cold, scientific 
evidence. The findings are reported in The Journal of the 
American Medical Association and in the book, “New and 
Nonofficial Remedies,” issued annually. Here the physician 
can check up on claims made for medicinal preparations 
which he may be urged to use. In many cases, the Council 
finds that certain remedies marketed under proprietary 
names are no more efficacious than the established United 
States Pharmacopoeia products. Such products are some- 
times sold at exorbitant prices, as compared with those of 
pharmacopoeial products. Many preparations are dis- 
covered to be irrational mixtures, many utterly inefficient 
for the purposes for which they were made. Fellows of the 
Association are privileged at any time to obtain information 
relative to medicinal preparations. 

Council on Physical Therapy.—The Council on Physi- 
cal Therapy was established with the primary purpose of 
gathering and disseminating such information as will assist 
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TWENTY-FIVE YEARS AGOt 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. XI, No. 4, April, 1913 


From Some Editorial Notes: 


Why Not More Such Meetings ?—On February 22 there 
was held, at Del Monte, the annual gathering of the Mon- 
terey County Medical Society and the Monterey County 
Bar Association. It was a good meeting, a good banquet 
and a very good idea inspired it; anything that will get 
doctors to mix with other professions, is unqualifiedly 
good. 


In a number of counties there are good, live medical 
societies and bar associations; why not steal this idea 
from Monterey and get together once a year for a joint 
session of well mixed wit and wisdom? Surely we can each 
learn something from the other, even if it is only the fact 
that the other fellow is not so bad after all! 


7 7 7 


Lost Arts—A rather interesting article, recently read, 
referred to the lost arts of our ancestors. No longer the 
housewife spins and weaves; no longer the family soap is 
made from the family grease and lye leached from the 
family ashes; no longer the candles are dipped by the 
hearth during the long evenings; no longer does autumn 
see the wonderful laying down of that immense quantity 
of mincemeat “like mother used to make.” Passed are 
these things with the passing of the buffalo robe, the wild 
turkey and the prairie chicken. Has the art of prescription 
writing passed from us also? Has pharmacy taken the 
place of pharmacology? Have the patent office and the 
manufacturing pharmacologist taken the place of the 
thoughtfully put together prescription? Are the simple and 
valuable things of olden times buried out of sight by the 
flood of “discoveries”? For a simple “stiff neck” a quite 
new and wonderfully medically educated physician pre- 
scribed a new purgative, aspirin and a new lotion. Three 
dry cups, in ten minutes time, relieved the condition en- 
tirely. In what medical school does one find a knowledge 
of simple and valuable things properly expounded to the 
students? Is all this progress really advance? 


7 7 y 


Doctors and Lawyers—Unfortunately, there is a very 
general impression in the public mind, and in the minds of 
a great many physicians as well, that the professions of 
law and medicine are very much alike, as they relate to the 
public in general and hence should be subjected to legisla- 
tive control in quite similar ways. Even no less a person 
and so able a lawyer as Governor Johnson, in his message 
to the Legislature at its opening, voiced this thought and 
referred to the fact that a lawyer practicing in one state 
can go to another and practice with but little formality and 
no difficulty ; he is not subjected to an examination before 
being permitted to practice law, so why should a physician 
be examined before being licensed to practice medicine? 
After a little thought, the fallacy of the argument in com- 
parison becomes evident. 


From an Article on “Rational Psychotherapy” by H. C. 
McClenahan, M.D., San Francisco—The reasons for pre- 
senting this paper are threefold: 


1. The necessity for a better and more scientific under- 
standing generally of the principles, indications and appli- 
cation of psycho-therapeutic measures. 


2. The disposition of many to regard attempts at such 
treatment as unscientific, irrational or even questionable. 


3. The failure or refusal of some to use mental measures, 
as such, independently of, or in connection with, other 
treatment when indicated. 
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+ This column strives: to mirror the work and aims of 
colleagues who bore the brunt of Association work some 
twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and new members. 
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BOARD OF MEDICAL EXAMINERS 
OF THE STATE OF CALIFORNIAt 


By Cuartes B. Prnkuam, M.D. 
Secretary-Treasurer 


Board Proceedings 


“Three reappointments and one new appointment to the 
State Board of Medical Examiners were announced today 
by the Governor’s office. Named to succeed themselves for 
terms ending on January 15, 1942, were: Dr. Percival 
Dolman, San Francisco; Dr. George Thomason, Los Ange- 
les; and Dr. C. L. Abbott, Oakland. Dr. John MacLean 
of Los Angeles replaces the late Dr. Harry V. Brown of 
Glendale. (San Francisco News, February 3, 1938.) 


? 7 7 


The Board of Medical Examiners held a regular meeting 
in Los Angeles, March 7 to 10, inclusive, 1938. Sixty-five 
applicants appeared for written examinations, including 
physicians and surgeons, chiropodists, and drugless prac- 
titioners. Twenty-one revoked licentiates applied for resto- 
ration. Three applied for modification of the terms of their 
probation. 

Twenty-five cases were on the calendar for legal hear- 
ings. The following changes were made in the status of 
licentiates : 

Licenses Restored 


Harry Asher, chiropodist, license revoked on October 19, 
1937, for practicing beyond the limitations of his certificate. 
Restored on March 8, 1938, and placed on probation for a 
period of five years. (Previous entry, December, 1937.) 

James H. Beggs, M.D., license revoked on February 10, 
1937, following conviction in the Pacific Coast abortion 
trials ; restored on March 7, 1938, based upon the Supreme 
Court’s setting aside the judgment of conviction and grant- 
ing Doctor Beggs a new trial. (Previous entries, February, 
1928; July, October, and December, 1936; February and 
June, 1937.) 

Ralph A. Behrend, M.D., license revoked on October 19, 
1937, based upon adjudication of insanity; restored March 
8, 1938, and placed on probation for a period of five years, 
without narcotic privileges. 

John V. Cocke, M.D., license revoked on July 10, 1935, 
narcotic dereliction; restored March 9, 1938, placed on pro- 
bation for five years without narcotic privileges and pro- 
hibited from using intoxicating liquors. (Previous entry, 
October, 1934; August, 1935.) 

Arthur Lee Davis, M.D., license revoked on July 11. 
1933, for narcotic dereliction; restored on March 9, 1938; 
placed on probation for five years without narcotic privi- 
leges. (Previous entries July and August, 1933.) 

Thomas Flint, Jr., M.D., license revoked on February 11, 
1937, for narcotic dereliction; restored on March 9, 1938; 
placed on probation for a period of five years without nar- 
cotic privileges. (Previous entries, May, June, and October, 
1936; February and March, 1937.) 

George W. Fuller, M.D., license revoked on July 10. 
1934; restored on March 8, 1938. Probation five years. 
(Previous entries, January, February, 1935; July, 1937.) 

Darrington Weaver, M.D., license revoked on July 9, 
1931 (narcotic conviction). Restored on March 9, 1938. 
Placed on probation for five years without narcotic privi- 
leges. (Previous entries September, 1937; July and Au- 
gust, 1931.) 

Licenses Revoked 


Sharon M. Atkins, M.D. (Medical-Chemical Labora- 
tories, Robert Armstrong), charging of aiding and abetting 


an unlicensed practitioner; license revoked on March 9, 
1938. 


John Elmer Baker, M.D., convicted in Los Angeles in- 
surance fraud; license revoked March 10, 1938. (Previous 
entries, July and September, 1927; April and December, 
1928; September and December, 1937.) 
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